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COMPULSIVE CURSING 
An Approach to Factors in Its Genesis, Development and 
Pathology 
BY RAYMOND HOLLANDER, M.D. 


Oh, Vengeance! 
Why, what an ass am I! This is most brave 
That I, the son of a dear father murder’d, 
Prompted to my revenge by heaven and hell, 
Must, like a whore, unpack my heart with words, 
And fall a-cursing, like a very drab, 
A scullion! 
Fie upon’t! foh! 
Hamlet: Act 2, Scene 2 

You taught me language, and my profit on’t 
Is, I know how to curse. 

(Caliban) The Tempest: Act 1, Seene 2 


INTRODUCTION 


An attempt will be made in this paper to present an explana- 
tion of the type of language disturbance known as compulsive 
cursing or coprolalia. Mild urges to curse are present through- 
out all cultures from the man who greets his good friend with 
“Tt’s god-damned good to see you,” to the Frenchman who mutters 
“merde” (shit) when he bumps his head. The mild form will be 
exemplified by a case with direct sexual connotations and the more 
pathological in maladie des tics and as an accessory symptom in 
obsessionals and schizophrenics. The more involuntary it becomes, 
the more coprolalia resembles the violent, impulsive discharges in 
such conditions as tics, epilepsy and acute anxiety states. Although 
seemingly more characteristic of the male, since in situations where 
he might curse, the female weeps, the more pathological the curs- 
ing becomes, the less important becomes sexual distinction. Fre- 
quent female histories are presented throughout the literature. 
However, of 39 patients seen by Mahler’ 37 were male. 

Montagu’ states: “...the verbal assault of swearing would ap- 
pear to be a substitute form of physical assault. By knocking the 
enemy about so to speak, in scurrilous language, by applying all 
the degrading epithets of which one can think, he is brought down, 
in imagination at least, to that condition in which in reality one 
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would like to see him. Surely there is something of a family re- 
semblance between such a form of behavior and that of an abor- 
iginal who maltreats the image of his enemy?” The usual function 
of cursing is as a verbal, aggressive discharge. “Assaulting” a per- 
son with words makes it incumbent to consider what gives cursing 
such hallucinatory vividness. Language in children and primitive 
cultures has this quality, and one can look at origins with this 
in mind. Montagu’ explains it as an appeasement, an “emotional 
orgasm,” which, along with weeping and laughter, restores the 
normal psychophysical equilibrium. Ferenezi*® agrees but describes 
it as a “violent affect [which] is only with considerable difficulty 
saved from discharging itself along a motor path and is turned 
into an oath.” Freud‘ further indicates that this oath “issued in 
vehement anger ...is often softened down to a joke.” An amusing 
anecdote about Mark Twain is related:*? He was known as “a very 
noble swearer, whose swearing upon one occasion so much tried 
and exasperated his wife, that she, in order to prove to him what 
he sounded like to others, treated him to a somewhat unusual per- 
formance of really eloquent swearing. Mark listened for a while 
and then drily remarked, ‘the words are all there, my dear, but 
the music is lacking.’ ” 

“Cuss words” are among the most potent of the verbal emotional 
mobilizers and discharge mechanisms, along with religious and 
political catchwords.® When tension increases, it is thus discharged. 
These words are used in anger, and then again with love, to give 
a sense of belonging and its opposite—now in happiness and then 
in sorrow, despair, or boredom. Cursing can be considered to have 
been displaced from its aim of aggressive rage to ambivalent, dis- 
torted purposes of expressive language and behavior. 

The “principal obscene word” in the English language, “fuck,” 
exemplifies this most clearly.° When hostility is uppermost, the 
“f? is prolonged. The use of the word seems to rest upon its re- 
lationship to suck.° The impression emerges, from the data, that 
the oral receptive attitude of sucking may provide the conceptual 
and linguistic anlage for the common use of the related term. The 
two concepts are related structurally, unconsciously and in rhyme. 
The drives merge to give the obscene word its underlying sense. 

Conflicting uses make investigation of cursing in general diffi- 
cult. One point of departure, the frame of reference in which this 
paper is based, relates to cursing’s similarity with all types of 
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impulsive discharges, that is, epilepsy, ties, and so forth. All these 
exhibit points in common. The precipitate, uncontrolled discharge 
of energy is common to all. This flow through physiological chan- 
nels is being actively investigated by several groups. 

This paper is concerned with discharge by coprolalia. This will 
be examined briefly as to genesis, development and pathology. A 
hypothesis will be presented, with further consideration. 


LANGUAGE 

Language is the expression of the communication of thoughts 
and feelings. Most aspects of the process are imperfectly under- 
stood. Its origin, in particular, is shrouded in obscurity. It is a 
tool uniquely developed by man in the process of adaptation. To 
use this same instrument to investigate itself, brings to mind some 
of the difficulties inherent in the process. The attack on the prob- 
lems of language has assumed many shapes, from examination 
of its form (linguisties), to consideration of its content (meaning, 
logic, ete.). The interlocking processes of thought, meaning, words 
and reality have created marked confusion. However, consider- 
ing language as a tool in adaptation, surmises may be made as to 
its origins and development. 

In the processes which precede linguistic patterning, one con- 
ceives of the observer as perceiving that which is inextricably 
interwoven with his own motion, position and feeling state.’ Later, 
in some obscure manner, he transmutes perceptions into external 
speech. Perception is contact with reality; and conceptualization 
is a symbolic representation. The latter is the present concern. 
Conceptualization takes place in one of five ways. The object 
can be described, adhering closely to its own region, in figurational 
or depictive terms. Or, more abstractly, it can be made a repre- 
sentative of some other object, a member of a class, or finally 
merely a surrogate or sign of some object quite different.* 

It is helpful to consider the language of the infant. At the end 
of the first year of life, he says, “Da da,” conveying an entire 
constellation of meaning, feeling and appreciation of reality. With 
growth, more words are added, but the original basic configuration 
remains. A child uses words without realizing that there is a differ- 
ence between the verbalization, the thought and the object. They 
are all part of the same thing. Thus, when a small child is taiking 
about a cow with which he has associated horns, the one is inecon- 
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ceivable without the other; he always thinks of a horned cow. The 
characteristic—the horn—is welded to the object—the cow. If, as 
an experiment, one attempts to name another object “cow,” such 
as a dog, the concept “horn” is carried along with it. The two 
words go together. When one explains that the dog doesn’t have 
horns, the child will modify his concept somewhat, perhaps by 
referring to “the cow with the little horns.’” 


Along with this type of configuration, the child fuses object and 
subject. If once, the child learns that Napoleon won at Jena, he 
always thinks of Napoleon winning and cannot think of him losing 
at Waterloo. The concept “winning” is part of the subject, “Napo- 
leon.’” 

Amalgamation of the subject and action with the words also 
takes place. Little differentiation between the external world and 
the inner is present. Thus, the adult who playfully states he is re- 
moving the child’s nose with his two fingers, throws the child into 
panic. The object “nose” is no longer present on the child’s face 
when the adult states, “Here it is,” with the thumb juxtaposed 
between two fingers. This is concretization. It diminishes, by 
reality testing as the child grows, and recurs in the adult with 
dissociation from reality. 

The inner world and the environment—quality, object, predicate, 
and so on—are differentiated with difficulty up to the age of three, 
when a type of communication known as egocentric speech devel- 
ops. This has been described as a compromise between the primary 
autism of the child’s thinking and his gradual socialization.” 
Piaget states that with growth, there is involution and disap- 
pearance of egocentric speech. The structural characteristics are 
described® as: 1. The child talks as if he were alone, yet is in a 
collective setting (e.g. playschool). 2. The child believes that his 
words are understood. 3. His speech has the character of vocal 
speech and is not whispered. Modifying these conditions (that is, 
placing the child alone, or with other children who speak another 
language or putting him in a room with a blaring orchestra) dim- 
inishes egocentric speech. Listening to the child, one finds that 
this type of speech becomes more and more abrupt and incomplete 
as time goes on until its final disappearance at about the age of 
seven. 

Characteristic of it, is the omission of the subject and the words 
that go with it (predication). In ordinary speech this omission 





RAYMOND HOLLANDER, M.D. 603 


occurs in three situations.’ 1. When one answers another and does 
not have to mention the subject. 2. When the subject is known to 
others. 3. When the subject is indicated by intonation. 

Vigotsky believes that abbreviation, predication and “decrease 
in vocalization is an expression of the developing abstraction from 
the sound, of the developing faculty of the child to think, to im- 
agine words instead of pronouncing them.” He believes (as op- 
posed to Piaget) that this process does not involute, but turns in- 
ward and becomes inner speech—this being the end of a process of 
differentiation of the ego from the environment and also the be- 
ginning of a different kind of growth. It implies a very specific 
way of thinking for each person in the social environment. 

In inner speech, as one always knows what the subject is, from 
the very first word, a laconic, clear and practically wordless com- 
munication is the rule.’ A personal dialect is characteristic of each 
individual. In written speech, the opposite follows; and meditation 
and elaboration are necessary to communicate. In between inner 
speech and writing, communication with another person directly 
presupposes the other’s knowledge of the matter. This, plus visual 
perception of facial expression, gesture and acoustic variation, 
allows more abbreviation than in writing and allows predicative 
sentences. Thus, predication and abbreviation increase as one 
goes from written speech, through oral, to inner speech.’ 

At the same time that this simplification and differentiation into 
this type of verbal pattern occurs, another process interacts con- 
tinuously.® The same word is encountered in various contexts and 
more and more “sense” accumulates around it. Vigotsky defines 
sense as “the sum of all the psychological events aroused by the 
word. A dynamic moving and complex whole with several zones 
of different stability.” “Meaning,” he says, “is only one of the 
zones of that sense, namely the more stable, unified and precise 
zone.” And, “A word in a context means more and means less 
than the same word in isolation. ..it acquires zones with new con- 
tent and it is also limited and narrowed by the special context.” 
Thus, every new experience which is conceptualized, modifies and 
limits the words used to that experience, and also broadens the 
sense of the words. Thus, sense, the combining whole underlying 
a word, takes in meaning as a part, as a sentence takes in the 
word that is a part of it. The process is amplified in inner 
speech to such an extent that one word can stand for mountains 
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of sense, although having one meaning.’ Thus, going from inner 
speech to that which is characteristic of external speech, a recon- 
struction must take place, with transformation of syntactic and 
sense structures peculiar to it.° Vigotsky differentiates volition 
and thought from inner speech in that words are not present 
in the former. Thought, he compares to a cloud, amorphous and 
nondescript: “Every thought tries to connect with something, 
establish a relation; fulfill a function or solve a problem.” Volition 
(needs, desires, interests, emotion, and so on) moves this cloud of 
thought, and words can be compared to the raindrops. “Under- 
standing of words is not to grasp a person’s speech. He must 
understand his thoughts. But this is not enough, he must under- 
stand his motivation.” 

The discussion has been oversimplified but the essential applica- 
tion is clear. In the child, as in primitive cultures, words have 
immense power. The original omnipotence, as contested by the 
reality principle in the child, is relegated to fantasied power un- 
bound by the intangible word. By manipulating the word, the child 
can twist reality to suit his pleasure. He feels that nature exists 
as in his own order of ideas.° 

The entire field of magic is permeated by the fusion of words 
with object so that: (1) Enemies must not know your name; (2) 
the name of the god must not be known; (3) devils can be invoked 
merely by using their names; and (4) words in certain order will 
cure illness. Such use of language ean be added ad infinitum. 

The growth of culture and intellectualization is a process of 
emancipation from the tyranny of this object-symbol fusion: “... 
in the course of mental development the motor and perceptual 
elements become more and more eliminated from words, and in 
purely abstract thought they disappear altogether. Along with the 
progress from the motor-perceptual stage to the abstract one there 
is inhibition of feeling.’** However, this separation is never com- 
plete and is least when reaction formation to a particularly strong 
inhibition fixates strong motivation. Seeing what inner speech does 
with language, it is not strange how one word, confused with the 
thing, and standing for “mountains of meaning,” can mobilize the 
most profound emotion. 

The especially strong inhibitions relating to “cuss words,” par- 
ticularly in a perfectionistic, non-cursing household, give these 
words marked significance. Along with ordinary taboos, sexual 
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repression causes them to become displaced and distorted. There 
is mobilization—with the “involuntary” use of the words—of some 
of the most powerful instinctual drives. Repression of the “nu- 
clear complex” in the latency period in some children is like a drop 
causing a wave: there is also repression of all kinds of fantasy 
pictures.’ Further pathology will be noted. 


PATHOLOGICAL CURSING 

Language as used aggressively in normal behavior has been 
touched upon. Since man is a social animal, the acting out of hos- 
tility usually takes a vocal rather than a physical form. Man’s 
development has hinged upon this artifice, since physical violence 
tends to separate groups. In large part, the tremendous advance 
made by man in adaptation has depended upon ‘it. Rage, as ex- 
pressed through cursing, restores the emotional equilibrium and 
is as concrete or as abstract as the intelligence and education of 
the individual. The increasing complexities of verbal patterns 
govern the change from coarse, gross execrations to intellectual 
ironies of rapier-like witticisms. The more violent and uncon- 
trolled the abuse, the closer is the approach to underlying areas 
of conflict. It can clearly be seen in certain deprived groups: In 
the army, the word “fuck” is used commonly, and points up the 
unobtainable gratification. The intangible, immaterial word is the 
means of expression. 

Compulsive cursing is the repetitive, involuntary vocal use of 
derogatory terms. Obsessive rumination usually precedes the act- 
ing out. Compulsive language patterns are common but usually 
do not erupt as symptoms. Education depends upon repetitions 
which cause automatization and allow further progress. 

The following case illustrates mild coprolalia: 

A 33-year-old man indicated during treatment that whenever he felt 
“tender,” particularly toward women, he had an urge to curse. An increase 
in affection inereased this desire. In acting out, the patient felt secure 
and comfortable with the love object. The reverse occurred when there was 
no such release. During intercourse, the same urge, verbalized, made him 
feel closer to his partner. Up to a successful love relationship, there was 
no change; but subsequent to it, no need to curse arose. 

In his childhood, the sexual information he received was sparse. Sexual 
matters were taboo. It was unheard of to utter curses in the home. With 
one of his brothers, the patient formed a pact, the essence of which was 
to prevent others from cursing. (This effort lasted but a few weeks.) The 
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patient also remembers stepping into the street (which was forbidden) when 
he was six or seven and shouting as loud as possible, several times, “Fuck.” 
As a child, he never looked at pornographic material, although he would 
have liked to. 

In this case, there was a separation of sexual material from the 
feeling of affection—the so-called madonna-prostitute split. There 
was a resolution of this conflict when there was a successful love 
relationship. The dichotomy is initiated here by the strong taboo 
against sexual love of the mother, along with social acceptance of 
affection. The latency period compounds and extends it, with 
feelings of disgust and shame, and considerations of morality. At 
puberty, energy builds up and needs release. The incestuous prob- 
lem becomes acute, and the child either turns to himself (mastur- 
bation) or to his peers. This starts the difficult adolescence period. 
The patient discussed here did not completely separate the two 
(sexual love and affection) and, unconsciously, sought to bring 
them together with words, so that the necessary integration would 
result. 

In many eases, the split continues; and the man finds sexual love 
with a mistress, while he tenderly loves a frustrated wife. The 
dissatisfaction with such behavior is indicated by the disgust felt 
by a “Don Juan” after a night of sexual excess. 


Freud makes this point clear when he says, “Whenever the 
vieldingness of the woman manifests itself quickly smutty speech 
is short lived for it gives way to the sexual act.”* 


Other patients than the one discussed here might curse in such 
a case for other reasons. The infantile reaction against obscene 
utterance might be a defense against sexual desire. The child, 
confusing the word with the act, makes the two identical. During 
sexual intercourse, the man makes use of his partner to gain re- 
assurance that the “demons of sexuality’® are under control. 
Thus, instead of integrating sex and affection, he swears com- 
pulsively, in order to master the underlying fear set up by the 
incest barrier. There are other dynamics; but another considera- 
tion is based on the statement that “any libidinous impulse con- 
fronted by a hindrance, becomes distinctly hostile and cruel and 
utilizes the sadistic components of the sexual impulse against the 
hindrance.”* This hostility might be implicit in the sexual abuse 
heaped upon the loved object, a displacement from the original 
frustration. “Where the word [fuck] is used frequently and with 
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pleasure as a preference from an adequate vocabulary, its use may 
be linked with pregenital fixations which seek a genital conveyance 
and denial in the word (often corresponding to phallic homosexual 
fantasies) and that within this framework, the intense oral am- 
bivalent attachment to the mother, highly colored by dissappoint- 
ment in sibling rivalry may play a large part.”*® Stone adds, “It 
is, in any case, certain that the woman associated unconsciously 
in childhood with the word ‘fuck’ is the mother who was once 
sucked.””* 


Swearing might have satisfied regressive, hallucinatory day- 
dreams of the patient who has been discussed. The compact not 
to curse was twisted into its opposite—with rebellious defiance. 
The banning of the word, confused with the act, banned the act. 
To earry out the act, the necessary magic formula, cursing, had 
to be used. The ban in all the sexual areas led to marked interest 
in just such things as pornography and voyeurism. The patient 
had one point of fixation, and, in the successful acting out of his 
love relationship, felt that he had teetered from one extreme to 
the other. The fixation at an infantile level in this case was a 
product of suppression and repression—a reaction formation. This 
explanation gives an indication of why adults feel pleasure in 
uttering obscenities over the telephone; they are “mild exhibi- 
tionists and voyeurs who instead of sexual exposure, content them- 
selves with an act that has been weakened into forms of speech.””* 
Thus, there may be persistence of masturbation and interest in 
pornography as substitutes for sexual partners. Sex in print is 
objective existence of sexuality, “sharing guilt” makes the guilty 
feeling more “objective” or real.* Discussing persons who show 
such trends, Michaels says: “However, they are not primarily and 
immediately dependent upon objects; hence they are originally 
more intimately related to autism than to communication, that 
autistic (specifically autoerotic) anality contributes to the pecu- 
liar effect of basic obscene words, entirely aside from the asso- 
ciation with primitive emissive relief is my conviction. The plea- 
sure in uttering obscene words lies not only in the communicative 
effect on the object but in the simultaneous autistic pleasure of 
utterance.”’* It contains elements of discharge, gratification and 
punishment. 


The male child normally investigates himself and, as part of 
his relating to the world, also desires to compare with and touch 
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others who have the same organs, and more particularly those 
without them. It is shocking to the child if this desire to exhibit 
himself must be suppressed; and later, with sufficient motivation, 
it becomes exhibitionism. The older person also retains this de- 
sire, and it serves to initiate the sexual act.’ The original pro- 
hibition is retained, and, in puberty, when the sexual energy poten- 
ial builds up, the attempt at masking it, causes shyness—and dis- 
charges itself in substitute activities.’ Obsessive-compulsive be- 
havior may develop to serve as magical defense against evil wishes 
and may end by becoming a substitute for the forbidden sexual 
act itself, and by becoming the closest possible imitation of it.” 

One important consideration about the nature of the discharge 
is the tendeney to repeat itself. An act, thought or image is re- 
peated again and again ad infinitum. The same cycle of events 
serves repeatedly as the discharge mechanism. Many psychiatric 
and medical investigations are concerned with this problem. In 
the field of psychophysiologic pathology one sees this clearly. 
When a certain patient becomes anxious, diarrhea starts. From 
experience, one can foretell such effects with patients. Repetition 
is a method used by the organism to master aspects of its environ- 
ment. The process of human development is such that retention 
of information in memory depends in large part upon repetition. 
Pathologically, the confusion of method with content causes path- 
ology when, in and of itself, repetition is used as a mastering 
device, and the content becomes unimportant. This is seen in many 
pathological states which are not the present concern. In case of 
traumatic neurosis where attacks of vertigo, sweating and so on 
are noted, many of the sensory disturbances are hallucinatory 
fixations on the traumatic event." 

It is interesting to speculate upon how other aspects of this 
mechanism contribute to understanding in the as yet unknown 
etiology of the more explosive discharges in the epilepsy and tic 
syndromes. Facilitation by repetition of pathways of discharge is 
postulated here. It is vaguely stated in medical texts that convul- 
sions from high fever in childhood, predispose the patient to later 
seizures. Controlled neuromuscular behavior over extended periods 
leads to the twitching of involved muscular groups. This generally 
acts as a signal for the organism to terminate such behavior. If 
the same tension continues, a tic may develop, facilitating further 
similar discharges. “In one of our patients, severe anxiety attacks 
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took the place of those tic crises which were consciously sup- 
pressed.””* 

There have been many speculative attempts to explain the hy- 
pothesis of facilitation in disease, in precipitating the choice of one 
organ system over another. One important consideration might 
be that of the point of least resistance (locus minoris resistentiae). 

One such area is known as that of transition points. At points 
of change, control is changing and is least effective. This is ex- 
emplified by sleep patterns. Just before consciousness is relin- 
quished, various types of discharge phenomena take place from 
the gnashing of teeth to loud audible groans. 

After electric convulsive therapy, during the period of confusion 
when controls have not yet been established, patients grunt, groan, 
ery, suck, drool, and so forth. Many types of the behavior shown 
are examples of a more prolonged transition period. On a scale 
more commensurate with the daily process of living, this lessen- 
ing of control oceurs with changes in attention, particularly from 
intrapsychic phenomena to extrapsychic; and tics tend to occur 
during this period.’® Conscious suppression is possible with sus- 
tained attention. During these moments, with increase in tension, 


stored potential might be discharged. These “more or less:sym- 


’ 


bolic uncontrollable motor expressions of conflict” seem to be di- 
rected to the preservation of a normal relationship with the en- 
vironment at the expense of short, abnormal periods.”* Transition 
periods are more susceptible to tics when the patient is fatigued, 
tense or angry. 

The concept can be applied to the development of the infant. 
During the transitional stage in the development of self, up to the 
age of five or six months the neuromuscular movements of the 
infant are rather disorganized except for the sucking reflex. This 
could be called the intermediary stage “of undirected and purpose- 
less movement” or “of non-goal-directed purposeful acts.’”* With 
constant, repetitive satisfying movements, the infant learns to con- 
trol his environment and himself. The mothering process is essen- 
tial, and the profound effects of deprivation have only recently 
begun to be appreciated. 

Since the transition process applies to coprolalia, it is not 
surprising to find that with the advent of generalized tics in a 
patient, language is also involved. Coprolalia is pathognomonic of 
the disease known as maladie des tics. 
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The Gilles de la Tourette syndrome (maladie des tics) was 
originally described by Itard (1825), mentioned by Transeau 
(1867), and delineated by Gilles de la Tourette toward the end of 
the nineteenth century. It has been described as similar to “Latah” 
(Malaya) where there are uncontrolled, imitative movements with 
a hypnosis-like state; to “Miryachet” (Siberia), a collective psy- 
choneurosis with echolalia and echopraxia; and to the “Holy 
Rollers’” or “Jumpers’” violent, uncontrolled contortions. 

Maladie des tics starts in childhood with oceasional tics noted by 
the parents. “The little child becomes aware of his parents’ dis- 
approval of the motor expression (in speech and behavior) by 
which he has been acting out certain impulses and affective prob- 
lems. He then tends to suppress or disguise the free expression of 
these desires. He tries to hide his gestures and actions by auto- 
matically speeding up the sequence of motion and/or by executing 
the innervations surreptitiously. Thus, acting out may become 
condensed to a mere symbol of motion, and since such a condensa- 
tion is no more apt to relieve tension, it also loses its discharge 
function and may establish a vicious circle in the child’s libido- 
economic function. As soon as an organized super-ego renders 
the conflict largely independent of the environment, the symbolic 
motion becomes a true neurotic symptom.” At the age of about 
seven there is a generalized outbreak of tics as described by Gilles 
de la Tourette. The patient then improves during the latency 
years; and, with puberty, another acute outbreak occurs. At var- 
ious points during this early course, “grunting,” “barking” and 
other vocal sounds have been noted. Echolalia, echopraxia—and 
other types of imitative behavior are also present. These patients 
show difficulties in controlling their behavior and compulsively im- 
itate the actions and words of others which are frequently bizarre 
because of distortions, 

Mahler’ helpfully divides tics into two general classes, symp- 
tomatic tics, and disease of the neuromuscular mechanism. Symp- 
tomatic tics occur: (1) as a transient (passagére) tension phenom- 
enon; (2) along with primary or relative behavior disorder; (3) 
with a psychoneurosis or psychosis; (4) as part of an impulse or 
character neurosis; (5) as an organ neurosis, or tic syndrome. 

The “psychogenic tic is the expression of a specific conflict which 
has been resolved by the creation of conversion symptoms, the 
tic.””* Maladie des tics is, rather, an organ neurosis of the neuro- 
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muscular mechanism and follows the genetic and dynamic rules 
characteristic of psychosomatic disease. 

In adults, tics might be: the frozen traces of a psychoneurotic 
conflict conversion ; condensation and automatization of compulsive 
actions of an obsessive-compulsive neurotic; or residuals of a 
general tic disease. 

The impulsive ticquer (Mahler’s No. 4) tends to be impulsive, 
hyperkinetic, obtrusive, violent and destructive and even anti- 
social after latency. 

While the organ neurotic tiequer (No. 5) changes at latency 
from a noisy, aggressive, hyperkinetic, impulsive child to an over- 
compliant, ingratiating, affable, submissive, and hypokinetic child, 
he is often depressed, anxious, impoverished in emotional modu- 
lation and capacity for expression, with no free locomotion and 
athletic pursuits, avoiding competitive games of contemporaries. 
The prognosis in this disease has been poor; and, with coprolalia, 
schizophrenic termination is common. 

It is noted by Ascher,’’ who reports five cases, that all his pa- 
tients showed obsessive trends. As a precipitating cause, one of 
the parents was domineering—in four cases the mother and in 
one, the father. The echolalia had the characteristic of mocking 
ridicule to the authority figure, the hostility not losing its force 
by repetition. Finally coprolalia resulted after obsessive rumina- 
tion. Ascher says that, with the onset of coprolalia, his patients be- 
came much more comfortable. He explained this as “a form of 
depersonalization or dissociation: by directing the personal hostile 
element away from its object to a broader or general expression 
of hostile feelings by means of vulgar language.” 

He noted that the patients were all obedient, well-behaved and 
somewhat perfectionistic as children, but showed marked changes 
in behavior at the onset of illness. He compared the echolalia 
and echokinesis to the stereotyped speech and action in catatonia, 
and compared the obscene words to schizophrenic excitements. 

In his first case (a woman), the hostility toward the rigid feared 
father was not expressed. She became converted to Catholicism 
and took a private vow not to marry.: She then began to have ex- 
plosive outbursts in church. She was finally hospitalized with the 
diagnosis of schizophrenia, paranoid type. 

Mahler’ reports another case, whose tics were noted to start 
at seven along with involuntary animal noises. 
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The child’® explained the onset of his symptoms as the “shaking of hands 
and head in imitation of the shaking done by a boy who was a friend of 
his brother”; and his “barking” by, “You see it in the movies, you hear it 
on the radio all over. That is how it came.” An outstanding characteristic 
of the child on the ward was his ingratiating manner. He also showed a 
Froéhlich-like syndrome with temperature elevations. There was marked 
ambivalence toward the mother. Echolalic phenomena at the age of 11 
prepared the groundwork for the coprolalia. The boy stated: “That’s why 
1 don’t like to play with the boys on the block” (they used dirty words). 
“T never say worse than damn although much worse words used to come 
into my mind.” The Rorschach showed organic disease. Intelligence de- 
terminations showed a full IQ of 118. It was felt that the child had a 
“mild convulsive disorder,” with the tics perhaps an epileptic equivalent. 
- Inacase reported by Michael® in the summer of 1957, a rather 
good description of the coprolalia is given. 

It started with “Huckleberry-fuckleberry, fuck, fuck,” which was in- 
voluntarily repeated with an explosive quality. The original sound was 
“uek” rather than “fuck,” plus a violent jerk of the head, arms and eyes, 
almost seizure-like, and resembling a More reflex. “Shit” was added to the 
original statement. The frequency of the utterance was approximately 10 
to 40 times an hour. The patient was usually free for half an hour after 
waking, during sleep and while writing. He was best off when occupied. 
The coprolalia became worse in the evenings before his father came back 
from work. When the patient attempted to suppress the vulgarities, ten- 
sion inereased to such a point that he had to stop working. He also had 
several other minor compulsive rituals with a tendency to echolalia and 
echokinesis. 

A male patient seen by the author at the age of 18 was admitted 
to the state hospital system because of impulsive, uncontrolled 
behavior. 

His developmental history showed that toilet training was completed 
at eight months. When the baby cried, the mother used to let him “ery 
it out.” When he was two, he urinated on a neighbor’s couch, and the 
mother struck the child so hard that “he flew across the room and hit the 
radiator, knocking out a tooth.” He was “a very obedient child and never 
used vile language.” At the age of five or six, he defecated in his pants. 
Enuresis started from the age of two (after the blow) and continued until 
he was 16. Ties and other mannerisms started at about six when he began 
“rolling his eyes in a circle and blinking” after being punished for not 
properly wiping himself after defecation. He also “started picking his 
nose and eating it, and laughing without being able to stop.” His voice 
would reach “a very funny pitch.” The ties stopped after the mother said, 
“T’'ll take a fork and take your eyes out of your head and you won’t be 
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able to roll them.” She added, “Maybe at this time he started biting his 
nails.” 

At the Columbia Presbyterian Medical Center, at the age of six, the 
patient had “facial tic, enuresis and misbehavior.” The Stanford-Binet was 
108. “Uneonscious hostility toward mother” was noted. 

During puberty, the tic of the eyes recurred with “dirtying and smelling 
of the hands.” His mother attempted to control the enuresis by “making 
him sleep on the floor” because “the bed remains wet and I am unable 
to air it or dry it properly.” He bullied younger children, stole things, made 
up fantastic stories about himself and one time “took a pile of papers 
to the cellar and set them afire.” At Queens General Hospital, the mother 
was told to leave the child alone, and “he became belligerent and started 
to be the boss in the house.” Beeause of three episodes of fainting, and 
as the electro-encephalogram showed “disturbed brain waves,” he was placed 
on dilantin for three months, after which it was discontinued. At this time, 
the hospitals notes he had “facial tics, had been making humming noises 
in his throat,” bit his nails and “picked nose and ate secretion.” He had 
voyeuristic and exhibitionistie tendencies. At times he had a sense of un- 
reality and approached the world with an “as-if quality.” 

The work-up at the hospital revealed a full “IQ of 96 with organic or 
character disorder showing lack of ego control.” The Rorschach examina- 
tion showed that the patient had an inability to master oral aggressive 
trends, with ambilavence and sibling rivalry. 

It is interesting to note that the mother in this case and the 
mothers in three recent cases presented at the New York Academy 
of Medicine* were punitive, dominant, ambivalent women. 

Michaels” has established the triad of persistent enuresis, juve- 
nile delinquency, and psychopathic personality with impulsive- 
ness. Along with this syndrome, the outcropping of ties is present 
in the last case; and the patient falls into Mahler’s class 4 (impul- 
sive ticquer). Michaels makes the point that the urethral stage 
underlies the impulsiveness, as the anal does the compulsiveness. 
Persistent enuresis points to constitutional factors, and transient 
enuresis to experiential. In many cases, there is alternation of 
tics with impulse and/or compulsive symptomatology. “It was 
revealing that enuresis with psychobiopathic traits that reflects 
lack of control should be associated with an abnormal electro- 
encephalogram to such a high degree whereas stealing, a socio- 
pathic trait...should be associated with the abnormal electro- 
encephalogram in a negative manner...” 

Heuscher* feels that the appearance of generalized tics is the 
immediate prodrome of psychosis. Then, when psychosis inter- 
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venes “the tics disappear.” Increased tension shows an upswing 
in the syndrome. The phenomena are similar to ceremonials which 
begin long after a traumatic event (four to five years) and appear 
dissociated from it.** Their value appears to be in relieving the 
patient of anxiety and permitting him to sleep. The “ceremonials” 
tend to lose their original protective function and resemble ties. 


The tic itself seems to be a repetition of movements performed 
in the traumatic situation with an older, forgotten event remo- 
bilized by the trauma. There is a deficiency in the motility-master- 
ing aspects of the ego. In the symptomatic type there is usually 
no disturbance of motility." However, motility constriction at the 
point of learning causes the repetitive tic diathesis (sickness, phys- 
ical injury, ete.). A mother’s intolerance of phallic aggression or 
exhibitionistic tendencies in sons, and a strict, perfectionistic 
father set the stage. A severe threat about masturbation fre- 
quently acts as the trigger. 


CoNncLUSION 


Certain inferences may be drawn from the preceding material. 
Language, in the development of the child, serves as a symbolic 
distillation of the child’s experiential growth. The human or- 
ganism is born dependent, and usually remains dependent phys- 
iologically and aceculturally, until late in its teens, when weaning 
is completed. Development from birth to consciousness of self 
takes place during the first year of life on a nonverbal level. The 
process is slow, tortuous and, according to one source originates 
primarily from the vigorous sucking action of the infant.” At 
the moment, the writer feels that the process depends upon mas- 
tery (control) of the multitudinous aspects, in satisfying needs, 
of the infant’s environment. This mastery makes the infant con- 
scious of its differentiation from the world. Its own lack of con- 
trol leads to purposeless dispersal of energy and resultant dis- 
satisfaction. The differentiation is a delineation from whole areas, 
into specific definity. In psychological terms, the ground is slowly 
distinguished from the figure (the essential from the nonessential). 

The original cry of the infant shows no such gradual dichotomy 
of individual and world. The energies are consumed in one whole 
demand. In the same way, the milk is not distinguished as separate 
from the nipple or the cooing sounds of the mother. It is a moot 
point as to when the infant realizes that it is the milk that satisfies 
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and not the nipple, the cooing, or the mothering. If such realiza- 
tion ever actually takes place, can be seriously questioned. The 
adaptation of the infant, in his control of the environment, is 
necessarily early; and if one constellation of factors is missing— 
so-called deprivation—this causes profound changes. It can thus 
be understood that the “wholeness” and concreteness of the in- 
fant’s thinking can disintegrate if essential parts of the mothering 
are suddenly removed. Studies now in progress indicate that re- 
moval of the mother in the early months of a baby’s life causes 
faulty energy regulation—with subsequent maladaptation and 
poor physical growth. 

On the biological level in such cases, there is a lowered thresh- 
old to pain: reduced capacity for enduring it; and a greater 
diffuseness of response, resulting in gross reactions of a mass- 
reflex character, and heightened instinctual and impulse life. 
Neurologically, irritability is increased to nervous instability. 
There is short-circuiting, with quick transmission and motorial 
reaction (“passing from impulse to motility without going through 
a filter of defensive ego”’), and a greater tendency to perceptual 
thinking with concrete images, than to conceptual and abstract 
thinking. Mental capacities are better adapted for mechanical 
than abstract procedures; disturbances are more in the voluntary 
than in the involuntary part of the central nervous system. Psy- 
chologically, there is a low anxiety tolerance; reduced tension 
tolerance; impatience; little conflict; little guilt and suffering; 
little shame and disgust; poor powers of sublimation; a minimum 
amount of reaction formation; a paucity of fantasy life with a 
meager tendency to symbol formation; a weak ego; unstable iden- 
tifications ; irresponsibility ; domination by pregenital levels, with 
difficulty in surmounting the urethral stage; and ejaculatio prae- 
cox, with a tendency to act on impulse.”® The interaction of various 
factors at this level, along with hereditary components, sets the 
stage and level of equilibrium systems for energy exchanges. 

These theoretical considerations are necessitated, since analytic 
investigation is limited by language requirements. The child speaks 
his first word at the age of a year and does not start to become 
really socially aware until he is about seven, when egocentric 
speech becomes inner speech. The increased control necessitated 
by this adjustment to peer status, broadens the conceptual scheme 
known as the ego. This new type of control in a social milieu in- 
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creases acculturation needs. The pattern of control thus set up 
originates from earlier models which have been previously mas- 
tered. Poor mastery results in increased tension and spasmodic 
discharges (tics). 

Although the areas of conflict of the first year of life are now 
being investigated indirectly, the subsequent periods have been 
well covered in the analytic literature. One of the most basie con- 
flictual developments in our sexually deprived culture has been 
the Oedipus complex. In the western world, where monogamy is 
the rule, the conflict is clearly delineated. From it, arise numerous 
maladaptive patterns. Much analytic investigation reaches to this 
area, in the interpretation and reconstruction of deviant behavior. 
Disturbances in the earlier years are equated with more profound 
and, as frequently stated, unreachable illness. 

“The capacity to endure the non-gratification of a wish without 
either reacting to the privation or renouncing the wish, holding 
it, as it were in suspense, probably corresponds with the neuro- 
logical capacity perhaps of an electrical nature to retain the stim- 
ulating effects of an apparent impulse without immediately dis- 
charging them in different directions.”* 

Surveying the field of impulsive and controlled energy discharge, 
it is helpful to realize that biological energy systems in adapta- 
tion need not, and in fact do not, reach equilibrium by the same 
route. There is a free mobility and interchangeability of the ca- 
thectic processes—which originate in different zones and are 
equated unconsciously. The transference neuroses deal with dis- 
placement. “A group of mobile free cathexes have been withdrawn 
from the outer world on to organs or organ representatives and 
there is consequently a secondary alteration in the formation of 
the organ. The disturbance is primarily in the sphere of psycho- 
sexuality, and the adaptation instituted in the nature of a narcis- 
sistic regression.”"* Halverson (quoted by Stone’) observed that 
infants at the breast, in states of frustration and rage, frequently 
develop erections. The correlation between sucking and the sexual 
apparatus has been previously noted. Tantrums (lack of control) 
are significant in the history of psychotic children.” Persistent 
enuresis also reflects, psychoanalytically, the lack of an internal 
inhibitory agency, just as delinquency later reflects the lack, socio- 
psychologically.’* Coprolalia is an example of such discharge along 
vocal pathways and is a direct involuntary expression of the con- 
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ceptualization and concretization of early conflicts. The pattern 
of such involuntary energy diffusion is an indication of ego dis- 
integration or last ditch defense. Repression can be thought of 
as a contractile phenomenon, in conservation, and diffusion can be 
thought of as the opposite.’ Thus, there is a severe pathological 
prognosis in the syndrome of Gilles de la Tourette. 

Tics have been considered by Heuscher’® as momentary neces- 
sary loss of control for the benefit of the equilibrium processes. 
It is important to consider the moments of decontrol (the trans- 
ition points) as foci where tension can be discharged most easily. 

In the growth of man, the time soon after birth is spent in 
completing the organism’s physiological development. An essen- 
tial concept, both in self-control and in adaptation to environment, 
is mastery. Knowledge gained must become part of the organism 
in order to develop further. The signposts of adaptation are pain 
and pleasure. The infant who touches the hot stove learns. Ac- 
cepted pathways are automatized with repetition. Early chaotic 
motility is molded by the interplay of, “This feels good, and that, 
bad.” Explorations into the environmental vista are encouraged 
by satisfaction of tensions. Innumerable attempts set up patterns. 
Overwhelming pain may restrict all cireuits to the rigid use of one 
means of satisfaction. This is an either-or configuration, and in- 
dicates limited flexibility (adaptability) for the future. In animals, 
immobility is a generally assumed pose to overwhelming danger. 

Later manifestations of this essential adaptation are exempli- 
fied in the violent, irrational clingings, rituals, obsessions and 
compulsions of the inflexibly-oriented. Rigidity, as a means of 
defense, is lacking when there is adaptational stress, and is set 
up to the later detriment of the organism. Superstructures of 
the construct known as ego are unstable because of the rigid 
foundation. 

Rigidity perpetuates itself. Later pathways of discharge for 
new tensions are modeled on their rigid predecessor. The concept 
of isolation can also be used profitably in this connection. Dis- 
charges take place through isolated channels. 

Rigidity of the neuromuscular mechanism does not permit 
“moving with the punch”; and so eracks (ties) appear in the 
defense, or there is a violent discharge (convulsions). When 
energy is directed toward the superstructure of rigid, controlled 
language patterns, uncontrolled vituperation affords further ame- 





618 COMPULSIVE CURSING 


lioration of tension. With displacement of this energy to areas of 
conflict, discharge is common during transitional periods. 

In the case of trauma to the body-ego from without, a definite 
realignment of the narcissistic balance takes place. Trauma is 
considered” to be any interference with the free use of a completed 
function of the ego as an executive instrument; the utility value 
of the function is destroyed. In traumatic neurosis, there are :" 
(1) fixation on the trauma with amnesia customary, and with 
splitting of affect from content; (2) limited or incomplete capa- 
city for displacement of the conflict; (3) a typical dream life; 
(4) marked irritability, especially acoustic; (5) certain constant 
inhibitions, especially for work; and (6) a tendency to outbursts 
of aggressiveness and violence. 

A relative displacement from control of energy takes place. 
This is a retrogression to patterns learned earlier. In a case re- 
ported by Kardiner, unconsciousness followed the traumatic mo- 
ment (skull fracture). Upon awaking, the patient experienced loss 
of the knowledge of his own body, with an incapacity for voluntary 
motion, and a violent fright-reaction to all sudden stimuli. In 
convalescing, the first three months were a repetition of the first 
six years of life, with the most complicated skills returning last 
(writing). The course of the neurosis was calculated to establish 
an adaptation that had been abruptly broken by the trauma.” 
The effort to control outside influence in this case can be seen 
by the patient’s dreams, which changed according to the state of 
the ego. At first, there were dreams of destruction, nightmares; 
then there were dreams of others dying; dreams of engaging in 
competitive sports; and, finally dreams of the rejection of school 
with subsequent dreamless sleep.” 

Schizophrenia can be considered a disease of language. Its char- 
acteristics parallel man’s uniqueness. Schizophrenics’ dislocation 
of symbols from collective contextual patterns is based on with- 
drawal, displacement and distortion of interest (energy) from out- 
side sources of satisfaction. (Compare hibernation.) 

It is interesting to note that established pathways of energy 
discharge are not easily relinquished. Thus, where discharge in 
language becomes common, other functions continue unabated. 
(This is typified in the paranoid person.) However, as is clinically 
evident, the use of language as a discharge is generally less com- 
mon early in this language disorder’s development and more 
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evident later. Thus, it is to be expected (as shown clinically) that, 
as the intellectual processes become strongly invested, intelligence 
measurements are generally higher than in other types of dis- 
turbances. 

Increased stress set up by the antisocial character of verbal 
“ties” causes further withdrawal. The chain of events becomes 
self-perpetuating. Fragmentation is precipitated as the patient 
becomes less able to cope with his organism (with resulting tics), 
his ego (with resulting shame), and the milieu (with resulting 
withdrawal). 

Treatment of the syndrome follows from the nature of the dis- 
turbance. However, reaching into the foundation of the edifice of 
organismie adaptation presents formidable problems, as has been 
shown when such attempts have been made. The procedures of 
choice have been those of reinforcement and stress-avoidance, and 
the carving of new channels of adaptation is being experimentally 
attempted. “Hysterical and compulsive forms of tie will respond 
to treatment just as hysteria and/or compulsive neurosis do. In 
view of the fact that it is characteristic for the more typical cases 
of tie to be narcissistically oriented, psychoanalytic treatment will 
be difficult. This certainly holds true for the severe ego defects 
in Maladie des Ties.” 

In the adult, discharge of tensions takes place most economically 
genitally; whereas, in the child, it takes place by way of action. 
Perhaps a lesson can be learned from these dynamics. In the sue- 
cessful treatment of one patient,” the acting out of aggressivity 
(by competitive games, etc.) helped the patient to striking symp- 
tomatic improvement. This rough-and-tumble technique was on 
a nonverbal level. After the patient was returned home from the 
hospital, a secondary regression occurred, with a return of symp- 
toms. Again, nonverbal techniques restored equilibrium; but, in 
addition, the patient started to verbalize; and the dynamics under- 
lying the pathology were elicited. 

The essential limitation of the impulsive tiequer is his inability 
to learn from experience. He does not know how to use the mas- 
tering device, repetition, properly. He remains forever distracted, 
and cannot build a sufficient underlying structure. Thus, he must 
constantly learn anew. Firm, repetitious handling might have 
validity. Perhaps by employment of nature’s own adaptive proc- 
esses—with the inventiveness of intellectual creativity—more 
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paths backward might be utilized in the future for reconstructive 
purposes. 
SUMMARY 
This paper suggests that coprolalia, as an involuntary discharge 
of energy, is similar to other impulsive overflows (ties, epilepsy, 
and so on). Cursing is a substitute form of aggression, and there 
is displacement into all spheres of expressive language. Fusion of 
reality, feeling and communication is originally present. It is 
postulated that inner speech develops from the egocentric speech 
of the child; and that interacting processes are tortuously differ- 
entiated from general areas into more definitive ones. The pecu- 
liar paralogical fusion of object, subject, predicate, quality and 
action is shown in development. Meaning is conceived to be a 
stable zone in the accumulating “sense” of the word—and growth 
is seen as a process of emancipation from object-symbol confusion 
(as shown in “the magic of words”). 
Obsessive rumination precedes coprolalia (along with other 
types of imitative behavior); the more violent and uncontrolled 
the coprolalia is, the closer it is to conflictual areas. A case of 


mild compulsive swearing is given as an example of the “madonna- 


bh) 


prostitute” split, followed by successful integration. The uses of 
cursing in sexual hostility, in control of the “demons of sexuality,” 
and as attenuated forms of sexual adaptation are indicated. The 
pathological discharge of energy—repetitiously along facilitated 
pathways—mnay be accomplished by way of transition points (such 
as the time of going to sleep, or confusion states after electric 
convulsive therapy). 

Gilles de la Tourette’s syndrome (maladie des tics) is discussed, 
with coprolalia as a pathognomonic sign. The literature is sur- 
veyed, with excerpts from cases, and a case by the author is pre- 
sented. Neuromuscular inhibition is an important factor, among 
others, in this condition. 

In the control of environment, the infant tortuously differen- 
tiates factors from a fusion of many. If there is moderate stability 
and no marked deprivation, a flexible foundation ensues. With de- 
privation or other causes of instability, rigid pathways of dis- 
charge are set up, which serve as models for future development. 
Rigidity precludes flexibility and, therefore, means lack of adapt- 
ability. Stress causes discharge at points of decontrol and leads 
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to possible subsequent disintegration. A language-structure that is 
involved in this rigidity and disintegration is indicated by copro- 
lalia. Modification of the foundation is difficult but it is the hope 
for the future. 


55 East 86th Street 
New York 28, N. Y. 
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PROBLEMS INVOLVED IN ORGANIZING AND OPERATING A GROUP 
THERAPY PROGRAM IN THE NEW YORK STATE PAROLE SETTING 


BY DAVID 8. HAYS, M.D. 


Twenty years have passed since Paul Schilder' developed his 
ideas on the feasibility of a group therapy approach with crimi- 
nals. He felt that group discussion on the fundamentals of human 
life would give the prisoner clearer insight into ideologies, with 
the “emphasis not merely on the socializing effects of activities 
but on the increase of insight into an individual’s own problems, 
from a human point of view.” In the ensuing years, the use of 
group methods in correctional treatment has become an accepted 
approach. Jolles’ initiated experiments in “group therapy” in 1946 
at the Indiana State Prison, where criminology was taught to the 
inmates. Bixby and McCorkle have utilized a “guided group” in- 
ter-reaction in New Jersey correctional institutions since 1949.*° 
This work was summarized most recently in MeCorkle’s review’ 
in 1953 of the “Present Status of Group Therapy in U. 8S. Cor- 
rectional Institutions.” 

Although a group therapy program, carried on by probation 
officers, has been in operation in the Kings County (Brooklyn, 
N. Y.) Probation Department for several years, a search of the 
literature for reports on group therapy in the parole setting as 
a rehabilitation measure reveals only a paper by Stone® in 1953. 
He describes one of the programs added to the California Division 
of Adult Parole in 1953, consisting of a parole outpatient clinic 
for which $40,000 was allocated. 

In this California program, parolees, whose needs for psychiat- 
ric treatment became apparent either while they were on parole, 
or who required continuation of treatment started in an institution 
before release, were provided with assistance. Extra periods for 
interviews were devoted exclusively to group therapy; and, with 
the clinic in full swing, it was anticipated that each therapist would 
carry 10 groups a week with an average of eight patients in a 
group. The basic problem of the relative roles of the parole officers 
and therapist was worked out, with the therapist conceived of as 
being present to help the parolee work out his problems and not 
to “pull his chestnuts out of the fire” when he got into trouble. 
An in-service training program for parole officers was started in 
connection with the out-patient clinic, with conferences twice a 
month with the staff of the clinic. 
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A research-oriented group therapy program for inmates in Sing 
Sing Prison has been conducted for a number of years. Since 
March of 1956, an attempt has been made to extend this program 
into the New York State parole setting. This development was 
occasioned by the prohibitive cost of private psychiatric treatment 
and by the long waiting periods for treatment in the mental 
hygiene clinies in the New York City area, and was designed to 
deal more adequately with the problems of recidivism and rehabili- 
tation. In the present paper, the experiences involved in setting up 
a group therapy program in the New York State parole system 
are reviewed, along with the specific problems that such an ap- 
proach entails—in handling administrative questions, in dealing 
with individual psychopathology, and in exploring the use of 
group inter-reaction in resolving the problems of the parolee. This 
presentation constitutes a preliminary review of such a program. 


Administrative Considerations 

Over a six-month period, plans were formulated with the Divi- 
sion of Parole, through the co-operation of the Department of 
Mental Hygiene, to carry on the program at the main parole office 
in downtown New York City in the heart of the business district. 
After initial conferences with the chairman of the Board of Parole 
and the supervising parole officer—in which the purposes of the 
project were reviewed—the parole officers were approached and 
their co-operation was elicited. They demonstrated great interest 
and they proceeded to take up the proposal with the indivi- 
duals in their case loads (85 to 90 men in each). These parolees 
were told that acceptance of this service was entirely voluntary 
and not a condition of parole. 


Composition of Groups 
The following material represents what occurred, after this 
point had been reached, in this first year of group therapy in the 
parole setting. The first referral was seen in March 1956, and the 
group started on June 6, so that a period of approximately three 
months elapsed before therapy was begun. 


Of 20 involved in the program the first year, five represented 
earryovers from an institution in-group. Therefore, in a year’s 
time only 15 parolees referred by parole officers out of 5,000 poten- 
tial candidates were actually treated in the group setting on any- 
where from a one-visit to a 28-visit basis, not including the initial 
psychiatric evaluation. Seven other parolees were referred by 
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their parole officers, thereby making a total of 22. Of these, two 
were actually never seen, because they absconded at the time ot 
referral. 

Reasons for Referral 

Reasons for referral by parole officers were varied, and a few 
excerpts from the referring notes are given here: 

R.B. “Previous suicidal attempts, apparently weak, immature 
and unstable, with one episode of running away from home.” 

F.B. “Marginal parole adjustment, characterized by superficial 
attitudes, showing characteristics of a person living in a dream 
world and admitting his own inadequacies.” 

Y.H. “Psychiatrie reports indicate that this drug user has schizo- 
phrenic features and that his prognosis is unfavorable. Since re- 
lease, nothing untoward has been observed, but patient is anxious 
to receive some form of supportive therapy.” 

L.L. “Subject, a drug offender, gives the impression he possesses 
a weak super-ego and is easily frustrated and discouraged when 
faced with problems. He has expressed interest in the group 
treatment idea and is hopeful that this kind of experience will 
give him the necessary support and insight he needs to readjust 
his life.” 


L.R. “Has a history of manic-depressive psychosis for which 
he was hospitalized for a year. A homosexual, he was convicted 
of the crime of sodomy. He reports that at the institution it was 
suggested he have psychotherapy. States he is most anxious to 
be treated and will gladly join a group therapy class.” 


Psychopathology 

The varieties of psychopathology are well illustrated in these 
“thumbnail” sketches. Diagnostically, of those treated in group 
therapy, six were ambulatory schizophrenics of varying types, and 
the rest represented character disorders. Neurotic features were 
not outstanding. 

Attendance 

The average attendance figure per individual (a total of 19) 
with a total of 37 sessions over a year’s time was 5.5 sessions, 
not counting as a session eight occasions when attendance did not 
permit the holding of a regular meeting. 

Reviewing the admission of members through this first year— 
and the absenteeism, since the group operated purely as an open 
one—two new members, added to the in-group five, entered in the 
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second month, three in the fourth month, one in the sixth, four in 
the seventh, one in the eight, one in the ninth, one in the twelfth 
and one in the final month covering a year’s sessions. However, 
although the total number comes to 19, a glance at the number of 
sessions attended explains why only one group was still function- 
ing at the end of the year—and even that tenuously at times. There 
was a total of 36 regularly designated sessions on the basis of 
attendance of only three members or more, and one session with 
less than three. If the number of sessions attended by each of 
these 20 men is reviewed, the problem of attendance looms larger. 
There were only three who attended 20 sessions or more—two 
close to the 20 mark and one, a rather obsessional schizoid charac- 
ter, 28. There were seven in the 10-to-20-session group, and 10 in 
the below-10 group, with the majority of these falling below five. 


Much of the poor attendance appears to have been related to 
factors which may be described generally in terms of resistance. 
However, it should be stated that parolees in general were not 
adequately prepared for the group experience, the only ones who 
were really prepared were those seen previously in the institu- 
tional setting, men who had some contact with group therapy dur- 


ing imprisonment. Interestingly enough, even among these, the 
attendance mortality rate in the first year was high; of the five 
carried over from the in-group, none remained at the end of the 
study. Two could not continue because of their work schedules. 
One dropped out after five sessions, not only because of the nature 
of his psychopathology (homosexuality), but because he was lo- 
cated at a distance from the group sessions and had, in addition, 
an injury requiring hospitalization. A fourth, rather active in the 
Sing Sing setting, attended only one session, giving no reason for 
discontinuation. The fifth was returned to prison for violation of 
parole by a new offense, after discontinuing attendance a month 
before the end of this study. After four months of fairly regular 
attendance in which he had shown essentially the same picture as 
he had in the institution he had begun to come irregularly. This 
irregular attendance was associated with a disturbance in the home 
situation, finally culminating in his re-arrest. 


Criteria for Selection 


In the cases of the other 15 men seen during the year, group 
therapy followed psychiatric evaluations. All categories were ac- 





DAVID S. HAYS, M.D, 627 


cepted, except persons with overt psychosis, intensive disruptive 
anxiety or grossly deficient intelligence. Thus, the range of psy- 
chopathology admissible to the group was broad, was challenging, 
to say the least, and presented considerable difficulties. This liberal 
administrative policy was justified, however, in view of the explor- 
atory nature of the procedure. 

More rigid selection criteria and more intense preparation for 
the group experience certainly would have eliminated some pa- 
tients. For example, B.G., a chronic alcoholic, aged 48, could not 
tolerate anything other than a one-to-one relationship, because of 
his severe dependency problem. Y.H., a schizophrenic with evi- 
dence of deterioration, had little awareness of the purpose of the 
group. 

Individual Contacts 


In the tenth month, there were four meeting nights on which 
the psychiatrist saw individually the only two men who had made 
an appearance. D.G., a schizophrenic whose adjustment had been 
most precarious since he entered the group at the sixth meeting 
in July, was seen on three of these four times. L.R., another 
schizophrenic who gave a history (as did D.G.) of a psychotic 


break previously, was also seen three times; and a third schizo- 
phrenic was seen on two visits. Perhaps the fact that the group 
therapist was able to see these men individually when he did, in 
contrast to the group sessions, had distinct advantages, certainly 
it had realistic significance for these patients. 


Expertences WitTH THE Group 

Two men, F.B., and P.O., finished their paroles while in the 
group; both were active and regular in attendance, the latter show- . 
ing the best attendance for the year, with 28 visits. Although they 
both verbalized a desire to continue, it is reasonable to assume that 
F.B., who had attended 11 sessions, was relatively untouched in 
terms of his character neurosis. 

By and large, substantial group cohesiveness was not achieved; 
and although at times there was some suggestion of it, the ever- 
changing complexion of the group was a constant disruptive influ- 
ence. Parole and its realistic meaning were frequent topics of dis- 
cussion in this setting—as the parole board was in the institutional 
setting. The relationship to the therapist and the ties to the group 
could not outweigh the sense of freedom, even for men who were 
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regular in attendance. This was in spite of the fact that the parole 
officers were extremely understanding and “giving” individuals. It 
was unrealistic to expect the patients to continue attending, since 
the problems of most antisocial individuals revolve around the 
ambivalent relationship to authority. Two men (W.D. and A.L.) 
who left the group had reasonably good attendance records until 
discontinuation, and were active in the group process. One left 
because of his work schedule, and the other moved to New Jersey. 

Another important factor in conduct of this group, and one to 
be considered in terms of future programs, concerned administra- 
tive problems in the parole office. There was a high turnover of 
parole officers with resulting impaired morale—hecause of person- 
nel shortage, large case loads, and low salaries. This meant that 
the psychiatrist had to maintain contact with his cases through 
the parole supervisor, rather than the parole officer directly in 
charge. Although the supervisor labored under a tremendous work 
load himself, he managed to co-ordinate the parole officers initially 
when the program started, convey the purpose of the project, and 
act as an intermediary between them and the psychiatrist. Besides 
the rapid turnover of parole officers, the turnover of supervisors 
themselves made the psychiatrist’s job more difficult. Problems 
relating to attendance, conflicts (occurring initially) between visits 
to the parole officer and the group, and, finally matters of intrapsy- 
chic pressures that seemingly produced changes in the reality 
situation, as well as matters of actual reality-situation change, 
were generally worked out through the parole supervisor. 

On two occasions, however, the psychiatrist worked directly with 
the parole officer. On one of these, the psychiatrist discussed the 
psychopathology of group member D.G. with his parole officer, at 
a time when this parole officer was on his way to bring D.G. back 
for parole violation. The violation pertained to the parolee’s lying 
about his job, from which he had been fired; and this had followed 
a number of other minor parole infractions. At the time, D.G. was 
operating to a great extent on a psychotic level; he was using 
the group as a buffer for his hostility toward authority, which 
was deserting him in his time of need, just as his own mother 
had deserted him earlier in his life through a psychotic episode. 
The interpretation of this to the parole officer helped him to rec- 
ognize the needs of the parolee better. The officer was encouraged 
to be more flexible in helping the parolee to get another job. Fol- 
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lowing this episode, group session attendance was made com- 
pulsory for D.G.; and, although this was resented by him, and 
reacted to in the group, as a violation of the operating procedure, 
it was ultimately accepted. This ruling appeared to have produc- 
tive results, in that it facilitated the working through of the pa- 
rolee’s feelings against the parole officer in subsequent sessions, 
and was followed by an increasingly better adjustment in other 
life areas. 
“Themes” Emerging m Group 

Written notes taken during the 37 group sessions were reviewed 
in an attempt to capture the central themes or theme of discussion, 
as well as the yarious dynamic mechanisms manifesting themselves 
either on a group or individual level. Group processes were many 
and varied and did not differ significantly from the group proc- 
esses seen in the institutional setting. There were both quantita- 
tive and qualitative differences, however, between this operation 
and what is seen in private practice. Four outstanding processes 
are worthy of note in the “theme” area. They are: 

1. Resentment was ventilated against the parole system, and 
against correctional or other authorities in the penal system. This 
resentment took the form of protesting against deficiencies in 
operation. This was a theme on nine occasions. 

2. Ventilation of resentments would chiefly pertain to historical 
material; this was a theme on 16 occasions. 

3. Preoceupation with specific current problems of individual 
group members was a theme seven times. 

4. Historical and anecdotal material essentially lacking the ele- 
ments noted in 1, 2, and 3, would be presented. 

It was noted that certain characteristic roles tended to reappear 
during the course of the sessions. he individuals studied in this 
connection were those involved in at least 10 group sessions. R.R., 
who violated the conditions of his parole, was the “interpreter,” 
the “challenger of the therapist,” and the “resenter of authority”; 
he demonstrated minimum inter-reaction with his fellow group 
members. F.B. was the “wise man,” “moralizer” and “interroga- 
tor” of the group, showing inter-reaction only near the end of his 
group experience. P.L., the parolee with the best attendance ree- 
ord, stood out as the “resenter of authority,” identifying with the 
“strong” members of the group. He and F.B., although openly ex- 
pressing a desire to continue in group therapy at the expiration 
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of their parole periods, did not continue with it. C.M. remained 
an “objective one,” “interpreter” and “intellectual” throughout the 
group sessions. 

A.V. was the “dependent, helpless member,” seeking aid from 
the group and the group therapist. He stood out from the others 
in two ways; he had been on parole eight years in contrast to the 
others who were “new parolees.” This was as dependent a relation- 
ship as he had in the group situation, and it emerged as the more 
intense. His relationship to the group was not strong enough to 
enable him to continue, once his wife, the target of many of his 
attacks, was released from a state hospital. 

Certain typical sequences of roles were noted in certain num- 
bers. An illustration of this is D.G. who began as the “resenter 
of authority,” then in the course of treatment took on a more 
constructive role as “interpreter,” and finally ended as very de- 
pendent on the group as a buffer, using the group to deal with 
his feelings of inadequacy, loneliness and anxiety. His develop- 
ment provided a source of considerable stimulation for the self- 
examination of the group members. R.B. emerged as the group’s 
“bad little boy,” seeking care, acceptance and love from the group, 
despite his badness and acting-out behavior outside the group. The 
group was his “father confessor.” He also was a “resenter of 
authority”; and he served as a catalyst for others, in his ease at 
identification and in the overtness of his dependency problems. 
This particular combination of roles was also seen in other group 
members. The greater the involvement in the therapeutic process, 
the more distinct and the greater, were the number of roles that 
emerged. 

It was felt that the individuals involved in the year’s study 
should be evaluated in some way by their parole officers. This 
was attempted through a questionnaire which would attempt to 
bring out any changes in their overt behavior, as well as their way 
of relating, job adjustments and problems created in the handling 
of the cases because of the group therapy program. The three 
general groupings were: (1) improved, (2) no appreciable change, 
(3) worse. If changes were noted by the parole officers in any two 
categories, the patient was placed in the appropriate grouping. 

There were four parolees still in the group therapy program; 
all showed improvement. Of the seven attending 10 or more ses- 
sions, four showed improvement; three, no appreciable change. In 
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this group, there was one new arrest but the rating sheet put the 
parolee in the “no change” category. 


Although it is felt by some that a certain minimum of sessions 
is necessary for improvement in any individual receiving therapy, 
the writer’s feeling is that at a certain period in these parolees’ 
lives, such an experience, if only a short-lived one, could be mean- 
ingful and productive. Of course, one knows that a certain num- 
ber of those not in such a program make an adequate adjustment. 
The statistics of the Division of Parole indicate that the percent- 
age of such adjustment is approximately 65. It certainly looks as 
if the group therapy program is doing as well; and it is a general 
impression that the group therapy process plays a role in the im- 
provement shown in some areas. Such impressions need statisti- 
cally adequate control studies for confirmation. 

The subsequent courses of those referred for treatment but re- 
jected, either on the basis of psychopathology and/or deficient 
motivation, are interesting. Of the seven, three have made ade- 
quate adjustments according to their parole officers, two achieving 
“maximum expiration” of time. A fourth made a borderline ad- 
justment, achieving “maximum expiration,” although he was felt 
to be “seriously disturbed” by the parole officer. Three were re- 
turned to prison for parole violation. Thus, 43 per cent appeared 
to have made adequate adjustments, and 43 per cent violated 
parole. 

ConcLUSIONS 


Several considerations and conclusions concerning the role of the 
psychiatrist have emerged from the writer’s experience in organ- 
izing and operating a group therapy program in a New York State 
parole setting. 

First, there must be a close liaison between the psychiatrist who 
is administering the program and treating parolees, and the parole 
officers who are involved in supervising these parolees. It must 
be consistent to be meaningful, and such a liaison will help in work- 
ing through problems encountered with the parolee on all levels. 
It will also provide more candidates for therapy. 

Second, the psychiatrist must be flexible and realistic in his 
approach, insofar as techniques and goals are concerned; such an 
approach calls for a highly experienced group therapist. Group 
work in a correctional institution is group work in an authoritar- 
ian setting, and its limitations must be recognized. This was a 
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reality which operated in this project. Therapy in such a situa- 
tion is mainly supportive, directive and cathartic. The main 
themes are the problems revolving around the reality of parole 
and other life situations, with their frustrations and associated 
feeling tones. 

Third, such a report as this can only serve as a preliminary study 
for research which must be done if this particular group method is 
to take on positive meaning. This does not mean that therapeutic 
efficacy must be sacrificed in the effort. As O’Brien told the Ameri- 
ean Prison Association,’ “There is a growing awareness on the 


part of administrators of the need to bring administrative policy 
into harmony with treatment objectives. ... The treatment of the 
socially inadequate or socially maladjusted individual with no 
consideration of the group as a socializing agent represents in- 


adequate treatment.” 
SUMMARY 

This report is'an attempt to relate some of the problems involved 
in the organizing and operation of a group therapy program in 
the New York State parole setting, after doing group therapy 
for a four and one-half year period in a penal setting. Such a 
program seemed a natural evolution of the in-patient group pro- 
gram, which men left to go out into society with many problems 
still unresolved. It was felt that it might provide a partial answer 
to those on parole who expressed a desire for help, or were 
observed by their parole officers to need and want help. Similar 
programs are outlined. Material on problems relating to the 
number of referrals; the criteria for referral; and the psycho- 
pathology of those referred, seen and treated is presented. Prob- 
lems relating to attendance; differences between those coming 
from the in-patient setting and those referred from the parole 
officers; administrative problems and their effect on the program; 
and a general review of the actual group operation, with attention 
to central “themes” and “roles” of various group members, are 
outlined. Finally, a review is given of the subsequent behavior 
and adjustment of those involved in the group program and those 
evaluated but not involved in it. 


120 Cobb Lane 
Tarrytown, N. Y. 
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PSYCHIATRIC TREATMENT OF CREATIVE WORK BLOCK 


BY LAWRENCE J. HATTERER, M.D. 


INTRODUCTION 

This report is concerned with treatment techniques used in the 
therapy of 14 patients of differing diagnostic categories. All of 
them had achieved recognized professional status in either the 
graphic or performing arts at some time during their work his- 
tories. The term creative is used to indicate an activity that brings 
into existence an original product or performance that is tangi- 
ble and is acceptable by others at some time. Creative work block 
refers to any period of more than a month during which a patient 
was completely or partially incapacitated from engaging in either 
the mechanical or inventive aspects of his productivity. 

The purpose of this report is to demonstrate that through the 
use of particular therapeutic procedures, the patient can be helped 
to achieve insight into the psychodynamics of his creative work 
block, attain new adaptational patterns of behavior, and gain in- 
creased motivation to progress from a state of nonproductivity to 
productivity. Change reported in a patient’s work status and the 
degree of his altered state of productivity will be used as evidence 
of the presumptive efficacy of the procedures used by the therapist. 
In all cases, combined supportive, directive and analytic techniques 
were utilized conjunctively by the therapist. This paper will not 
concern itself with the specific application, in time or degree, of 
any one of these techniques. 


THERAPEUTIC PROCEDURE 

Eleven of the patients were men and three were women. Two 
eases were of acute schizophrenic reaction, paranoid type; six 
showed personality pattern disturbances, four of them schizoid, 
one an aggressive reaction, one an emotionally unstable person- 
ality. The remaining six cases were diagnosed sociopathic per- 
sonality disturbance—sexual deviation. In one-half of the cases, 
the block in creative activity was the chief complaint. In the re- 
mainder, the problem of creative work block was incidental to other 
psychopathological findings. Four of the 14 patients were treated 
in an out-patient setting and 10 in private therapy. 

All of the patients were seen for periods of 45 to 50 minutes, 
from one to four times a week. After the initial interview, which 
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entailed the taking of a formal history, the patient was instructed 
to do free association. He was told that much of the therapist’s 
interest would be in his interpersonal relationships, both past and 
present. He was also told that it would be important for him to 
discuss the reactions he had to the therapist. The therapist had, 
in all cases, greater interest in the patient’s present interactions, 
than in his past. 


1. Supportive Techniques 

The term supportive will be used to indicate all of those prac- 
tices on the part of the therapist which in some way actively give 
assistance to the patient. 

The very first communication to the therapist by the patient of 
any aspect of his creative activity was used by the therapist to 
inquire into the nature of this activity. 

Simple questions, such as, “How long have you been painting? 
... When did you first start to write? ... What kept you from con- 
tinuing?” if put to the patient in a sincerely animated manner by 
the therapist, are the first indications of the therapist’s interest. 
The accompanying use of positive nonverbal expressions of inter- 
est is equally supportive. The use of such measures is necessarily 
individual for each therapist. 

The therapist may, through his questioning over-some time, 
begin to get a detailed history of the development of the creative 
interest. He may also discover the attitudes of important parental 
figures toward the activity, and the degrees of success or failure 
that the patient may have had in attempts at creativity. The ques- 
tioning will indicate to the patient that the psychiatrist feels this 
work to be an important and valuable part of the patient’s life. 

During a session in which there is a discussion of creative 
activity with the patient, the therapist may call the patient’s 
changed affect to his attention. Such a change is from an absent 
or negative emotional state to a positive response. In the case of 
a painter who came to treatment because of his inability to paint, 
the very first time that he looked at the therapist and expressed 
any warm animation was when he discussed his painting. By 
pointing out to the patient that there was a consistent connection 
between these positive mood states and a discussion of his creative 
activity, the therapist promoted initial motivations to engage in 
the activity. 
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The therapist must exhibit considerable patience in listening to 
any of the artist’s plans for work. He must be patient about his 
goals, and his unrealistic demands for reassurance and belief. The 
writer’s patients were often blocked by their own impatience and 
by their needs to achieve high creative standards quickly, or to 
be rewarded. The therapist may indicate belief that a patient has 
potentialities for returning to creative activity, before the patient 
has demonstrated evidence of the skill and professional success 
that he may have possessed. This particular supportive activity 
ean be demonstrated, not only by the therapist’s words, but also 
by his behavior. He should not be beyond expressing himself to 
the effect, “I do believe you can do this work... You must have 
had a great deal of feeling for composing at one time and you 
should be able to do it again!” In short, any encouraging state- 
ments have been found to be beneficial. If a patient calls on the 
phone or requests more time in connection with his work, the thera- 
pist’s permissiveness will greatly aid in motivating the patient to 
change. The writer received a message that there had been a phone 
call from a writer who had made her first attempt to begin to write 
after years of nonproductivity. The call had come after a session 
in which she had seemed discouraged. The therapist returned the 
call immediately; and this simple act had considerable impact in 
convincing her that he was both interested in her work and believed 
that she would continue. 


The management of appointments may also be another way in 
which the therapist’s behavior may be evidence to the patient of 
his support. In the cases reported here, changes in hours were 


made because of a patient’s work commitments or because he was 
attempting to find work. This is not always possible for the thera- 
pist to manage, and in cases where it cannot be done, the reasons 
should be explained in some detail to the patient. Any abuses of 
the therapist’s flexibility and supportive practices should be ana- 
lyzed and utilized in helping the patient see how such abuses might 
interfere with successfully relating to others, or even actually in- 
terfere with the patient’s own work. 

Another supportive activity is the indication to the patient that 
the therapist is aware of the patient’s problems in successfully in- 
tegrating creative work and patterns of making a living. In some 
instances, in the cases reported, it was impossible for the artist 
to make a living by his art, and he had to work for arduous hours 
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—removed from his art form—in order to subsist. A photog- 
rapher resented having to take fashion photographs and do shop- 
ping columns for a livelihood, and expressed great hostility to 
society because he was unable to take the kind of pictures that he 
believed in. Here again, the therapist showed an appreciation of 
the patient’s need for creative freedom; and the patient then began 
to take pictures of a documentary nature. Subsequentily, he was 
also able to work at commercial photography to support himself. 


2. Directive Techniques 

The most significant single directive technique which the thera- 
pist used was a request to see some sample of the patient’s work. 
In all of the cases, this request was made during a discussion of 
the patient’s creative activity. In the cases in which the patient 
was a member of the performing or directing arts, the therapist 
expressed a desire to be present at any performance that the pa- 
tient might take part in during the therapy. The patients were 
both pleased and co-operative, and seemed genuinely anxious to 
show their work. The manner in which a patient handled this re- 
quest provided material for analysis of his attitudes toward his 
work. It reflected some of his expectations from others in their 
dealings with his creative activity. 


In five of the cases reported here, the therapist requested, after 
seeing a sample of the patient’s work before treatment, that he 
bring in some new work in a prescribed period. Setting such a 
deadline provided an interpersonal situation in which to study the 
active psychodynamies of the creative work block. All five of these 
patients began to work at this time. One was a painter who had 
not painted for three vears. 


During these periods, there were discussions in the sessions of 
the problems of beginning and sustaining the activity. The patient 
was told at the time of the request for a new piece of work that 
he should not consider the quality of the work to be done in this 
first attempt, but rather consider the act of doing it as the only 
significant factor. He was advised not to show it to, or discuss 
it with, anybody who was not constructively close to him. He was 
told that it was important not to think in terms of pleasing the 
therapist or others, and particularly not to be concerned over his 
new work’s relative worth on a commercial basis or on an artistic- 
ally competitive scale. The therapist must reassure the patient that 
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he does not consider himself a valid critic of the art form, and 
hence will not respond in terms of its worth to society. 


Even in eases where the therapist had greater than ordinary 
knowledge of the art form, he found it best not to be critical; and, 
if any emotional reactions are overtly expressed, they should be 
of a positive nature. All shades of negative comment, indifference 
or silence are regarded most sensitively by the patient. In one 
of the cases reported here, a poet and short story writer, who had 
just begun to take tentative steps toward writing again after years 
of nonproductivity stopped for several days because the therapist 
had mistakenly indicated that her light verse might be less salable 
than her short stories. 

The patients were asked to bring in accounts of what they did 
and what they thought before any attempts at creative activity. 
This brought to the patients a greater awareness of what activi- 
ties and thoughts interfered with their being able to work. For 
example, in the cases of patients in whom there was unawareness 
of the degree of sexualization of their behavior and thought proc- 
esses, the therapist helped them to become aware of this fact. He 
then indicated that excessive sexualization of living patterns left 
little or no time for creative work. It was also demonstrated to 
the patient that a high degree of sexualized living reduced self- 
esteem, whereas creative work had enhanced self-esteem. Another 
example was the case of a composer who reported that he spent 
most of his time devising schemes to save ‘money, and that this 
did not allow him freedom to work at his musical compositions. 
A writer and a painter reported engaging in elaborate techniques 
of procrastination, techniques that they had been unware of prior 
to treatment. The writer had spent hours in cleaning the house, 
the painter in getting ideas from other painters’ works. 

Throughout the treatment, the therapist must actively inquire 
into the patient’s productive activity, even after it has been re- 
leased. Repeated inquiry from week to week about progress, 
and about being shown the work if it has been started, will prove 
valuable. 

In three of the cases seen, an additional directive technique was 
used that played a role in mobilizing the patient’s creative work 
activity. This technique grew out of a situation in which a patient 
was unable to pay for therapy. The therapist suggested to a 
photographer that he might pay for one of his sessions with photo- 
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graphs. This indicated to the patient that the therapist felt that 
the patient’s work was as valuable as his own. The therapist also 
worked with two painters, on a similar basis, with excellent results. 
In all these cases, motivation to work was sustained by the feeling 
that the therapist had demonstrated his belief in such a striking 
manner. This “payment in kind” should only be suggested in those 
instances where the therapist feels that he would be sufficiently 
rewarded by receiving his patients’ work in exchange for his treat- 
ment. Otherwise, negative feelings outside his awareness might 
contaminate the therapy. 


3. Analytic Techniques 

In all of the 14 cases under consideration, the use of modified 
free association, and the analysis of dreams, transference and re- 
sistance were applied in the face-to-face interview. The nonverbal 
aspects of a patient’s behavior were observed. 

The patients’ early interest in, and the historical development 
of, the creative activities were studied. The majority indicated 
that during adolescence their interests had set them apart from 
others, both in the family and peer groups. Feelings of isolation 
and of “being different” were common, as were withdrawal into 
elaborate fantasy life, and rebellious and defensive behavior pat- 
terns. The commonest parental attitudes were either those of re- 
jection or indifference to the patient’s talent. This was often at- 
tributed to the socially unacceptable nature of the activity within 
the group, or fears over the precarious economic future in pursu- 
ing the activity. In two cases, there was exploitation, by a signi- 
ficant family figure, of the patient’s creative ability. It was the 
existence of these attitudes of significant figures, and of poorly 
integrated early social practices, that determined much of the 
commonly manifested dynamics in the patient’s later relationships. 

The greatest distortion of behavior occurred in the interpersonal 
activities which entailed problems of individual or group recogni- 
tion, acceptance, or rejection. The demands for satisfaction of the 
first two, and a marked sensitivity to the last were found in all of 
the cases. Any indication of even the slightest degree of disinterest 
or indifference on the part of others to the patient’s creative prac- 
tice was a major factor in blocking work. In some eases there was 
gross misinterpretation of the behavior of others, usually caused 
by the extreme egocentricity of the patient. His unrealistic de- 
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mands for reassurance, attention, and participation on the part of 
others who were involved with his creative practice were analyzed. 
Often these behavior patterns were not on the surface, but mani- 
fested themselves in hidden ways. They explained much of the 
hostility exhibited by patients in their relationships. With the 
analysis of the genetics and the current existence of such patterns, 
the patient was made aware that his work was, for him, an exten- 
sion of the self. This enlarging of the self by the creative effort 
entailed undue sensitivity. Often the patient did not realize that 
people in the environment reacted to his creative work product as 
if it were independent of him. The patient would react as if he 
himself were being directly dealt with; this frequently was the 
basis for distortions in relationships. 

Because of this confusion on the part of the patient toward his 
creative work, some of the mechanisms of disturbed interpersonal 
activity manifested themselves: refusal to work as a method of 
extracting immediate recognition and acceptance, or rewards, 
from others; refusal to work as an expression of hostile or con- 
trolling attitudes toward others, or as a means of withdrawal from 
human contact. 

In the patients who were homosexual, excessive sexual fantasy 
and/or activity, interfered both quantitatively and qualitatively 
with creative activity. This was due to the compulsive time-con- 
suming nature of these practices. In patients with ambivalence 
and guilt over such activity, anxiety or panic caused creative work 
block. Often, the patient was unaware of the degree of his feelings 
of worthlessness, or of the extent of his indecision, or of the 
number of hours spent in the pursuit of homosexual orgasm. This 
would be reflected in his inability to begin a creative effort or to 
sustain the effort once it had begun. Where possible, the develop- 
ment of such conflicts should be uneovered and worked through 
to the point of aiding the patient toward a conscious choice of 
adaptation. The commonest genetic factor found in the male pa- 
tient was that of little or no contact or identification with a signi- 
ficant male figure, and extreme dependence on, and identification 
with, a strong controlling female figure, usually the mother. 

Throughout the treatment, an analysis of the patients’ tech- 
niques of rationalization and procrastination was necessary. These 
were dealt with, by confrontation of the patient, when he consist- 
ently presented material that pointed to such behavior. 
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In one case, a writer spoke of his need to take care of his family 
who lived 3,000 miles away. ‘hese thoughts preoccupied him. He 
was determined to change his family’s attitude and gain their 
recognition. It was shown that this activity represented a ration- 
alization for not engaging in his work. Another example is a 
photographer who reported that he would spend hours cooking, 
or walking the streets seeking sexual activity, both of which kept 
him from work. One painter would spend much of his time being 
critical of his wife’s appearance and in attempting to change her. 
One playwright had accepted money and made commitments for 
a play he had not even begun to write. Another patient spent hours 
going to galleries to show work that was rejected, and express- 
ing hostility at having to earn a living as a typist. These activi- 
ties were time-consuming and emotionally fatiguing. 

Another dynainie factor which was commonly observed was that 
of the patient’s unaware selection of relationships in which he 
could blame others for interfering with his creativity. He made it 
appear that he was being pushed into creative work by the activi- 
ties of others. He would place people who were close to him in 
such a position that they would ‘be forced to comment on his in- 
activity. Resentment would ensue, and the patient would feel that 
working could only be an expression of submission to the need for 
gratification of others, and would not entail any personal gratifi- 
cation. 

There were instances where the creative practice itself was used 
as a mechanism of withdrawal. In such cases, it was evident that 
the activity subsequently lacked vitality, as the goal of the work 
was not to communicate eventually with others, or to extend the 
self, but was introspective and filled with private symbols that 
were uncommunicative. This lack of feedback from others would 
prove frustrating to the artist, as no audience would exist, and 
he would become blocked. The absence of an audience led to a 


wide degree of distortion in the patient’s ability to appraise the 
value of his creative product accurately. He might become gran- 
diose, or might minimize the creative product. The latter was a 
more common attitude. The grandiosity occurred as a reaction 
formation to a lack of recognition, or to compensate for self-de- 
preciatory attitudes. 
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DiIscussION 


In all of the cases, the very practice of the therapist’s active 
inquiry into the nature of the patient’s creative pursuit, its his- 
tory and development, had a positive therapeutic effect. In two 
of the patients who were experiencing acute schizophrenic reac- 
tions, this proved almost the sole means of communication. It 
was observed in two-thirds of the cases that the demonstration, 
to the patient, of an inducement for alteration to a positive emo- 
tional state mobilized creative activity. In each patient, it was 
reported to the therapist at some point during the treatment that 
the very act of the therapist’s interest and willingness to partici- 
pate in discussion or in the reviewing of the patient’s work dimin- 
ished inhibiting affects that had caused work block. 

More than half of the patients stated that the therapist’s belief 
that they could engage in creative work was one of the fundamen- 
tal reasons for their commencing work again. The communication 
to the patients of this belief on the part of the therapist, acted, 
more than any other single factor in the treatment situation, to 
release creative work block. Any behavior which might graphi- 
cally or actively demonstrate this belief in the patient’s capacity 
to create was found therapeutic, whether it was in word or in 
deed. Another factor that aided all the patients was the therapist’s 
knowledge of the particular world each artist inhabited. This 
meant some familiarity with the language, attitudes, economics, 
and specific work problems encountered by the functioning artist. 
The therapist, by means of this information, allowed the patient 
to make contact with an important and respected figure in his 
life. It was found that through such discussions renewed thinking 
and behavioral patterns were made possible, and subsequently the 
desire to engage in the actual creative practice was stimulated. 

In all of the cases treated, the therapist found that actively 
sharing the patient’s creative work with him provided the initial 
increased motivation to begin to work. Requests to see the work 
were the therapist’s manner of participation. Repeated follow- 
up requests, along with any genuine positive responses to the work 
on the part of the therapist, kept up the patient’s flow of produc- 
tivity. All shades of negative comment, indifference or silence 
were factors that sustained the creative work block. Individual 
results in the 14 cases on which this report is based are shown in 
the table. 
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Another positive therapeutic activity was the therapist’s bring- 
ing to the patient’s awareness preoccupations, procrastinations, 
and repetitive activities that directly interfered with productivity. 
Psychosexual conflict and preoceupation produced the highest de- 
gree of inhibition in pursuit of creative work, occurring in eight 
of the 14 cases. 

The commonest dynamic factors observed in all 14 cases related 
to varying degrees of attempts at achieving recognition, accept- 
ance, and a sense of personal identity. When the patient had 
touched off the positive emotionality of another human being, 
either by the actual creative work practice or its product, the work 
block was released. 


SUMMARY AND CONCLUSION 


The treatment of a group of 14 patients of differing diagnostic 
categories, all of whom had achieved professional status in the 
graphic or performing arts and who had been blocked from pur- 
suing their creative activity, is examined. The change in all cases 
from nonproductivity to productivity, as charted, is presumptive 
evidence to support the application of combined psychotherapeutic 
techniques—supportive, directive and analytic in nature. Descrip- 
tions of the specific aspects and application of these techniques 
in this type of patient are detailed. They are all introduced to 
indicate the value of their combined use in the therapeutic manage- 
ment of the artist patient who is blocked in pursuing creative work. 
It is felt by the writer that the very nature of the therapist’s 
flexible application of a variety of psychotherapeutic techniques in 
the patient who is a creative artist will liberate this patient from 
his inhibition. 


Payne Whitney Psychiatrie Clinic 
New York Hospital 
62 East 68th Street 
New York 21, N. Y. 
and 
Department of Psychiatry 
Cornell Medical School 
New York, N. Y. 





PSYCHOTHERAPEUTIC ASPECTS OF TEACHING EMOTIONALLY 
DISTURBED CHILDREN* 


BY HILDE BRUCH, M. D., AND LUTZ ROSENKOTTER, M.D. 


The great interest in education, or the school experience, as a 
therapeutic tool for emotionally disturbed children is reflected 
in the large number of publications on this topic, both from the 
pedagogic and psychiatric angle. No attempt will be made here 
to review the literature in detail. The reports differ widely in 
their underlying assumptions, both in the conception of educa- 
tion and of psychotherapy. There are also wide differences in 
what is covered by the term education, and in the setting in which 
it takes place. 

Reports from boarding schools for disturbed children are likely 
to include the whole experience of living, and the roles of the 
different people involved in the work are not always clearly de- 
fined. The problems are seen in a different perspective when the 
school is part of a psychiatric treatment center. Much of the task 
that is attributed to the educator in the boarding school reports 
is now the field of the psychiatric social worker. In recent years, 
efforts have been made to develop special classes for emotionally 
disturbed children within the existing school system, or special 
day schools, as distinct from classes for feeble-minded and de- 
linquent children. The educational program for these disturbed 
children—who continue to live at home—confronts the educator 
with still different problems, since this system requires co-opera- 
tion with the family. 

Another source of contradictory statements is the fact that 
special recommendations are compared to the “education of the 
normal child,” without explicitly defining the current practices at 
various times and in different places. Since there have been so 
many changes in the basic philosophy of education, and since 
there are so many different schools of thought, it would require 
an extensive sociopsychological study of educational practices to 
establish a basis of comparison for the different reports. Further- 

*This paper, from the department of psychiatry, College of Physicians and Sur- 
geons, Columbia University, and the Children’s Service, New York State Psychiatric 
Institute, New York, N. Y., was presented at the 113th annual meeting of the Ameri- 
can Psychiatrie Association, Chicago, May 1957. ‘the study was aided by a grant from 
the Grant Foundation. 
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more, it is not always clearly stated whether a report deals with 
the education of children with organic brain disease, intelligence 
defect or emotional disturbances. 

In the earlier writings the emphasis is chiefly on defending the 
child with learning difficulties against a punitive approach, by 
stating that the child is not lazy or bad. Homburger,’ in a chap- 
ter on “Heilpddogogik” (1926), outlined the need to evaluate the 
whole field of pedagogy to develop better and more varied methods 
of teaching all children, including those with psychological de- 
viations of different kinds and severity. 

Psychoanalytic thinking, as well as the progressive education 
movement, gave an enormous impetus to the widening field of 
therapeutic education, separating it more from conventional prac- 
tices. The application of psychoanalytic principles became more 
and more specific, with the aim that the teacher should be aware 
of defense mechanisms and resistances in the child and should 
be skilled in handling them. Ideally, it was recommended that all 
teachers should be analyzed. Hanselmann,’ as early as 1930, re- 
viewed this problem in a critical vein. He considered it a great 
danger, adding to the child’s confusion, when the roles of the 
teacher and the therapist were not clearly separated. He em- 
phasized that teaching in itself is a serious profession and that 
it deserved as much respect as psychotherapy. 

In the United States, the emphasis continues on the psycho- 
logical approach to disturbed children, with encouragement of 
free expression of feelings and efforts to understand in a specific 
way the child’s emotional problems.** The significance of teach- 
ing in itself has not been completely neglected, but has not had 
as much consideration, as to its psychotherapeutic importance, 
as the intrepretative approach has had. 

The writers’ own observations were made on one teacher who 
had the reputation of being unusually suecessful in teaching 
severely disturbed children, an opinion shared both by psychi- 
atrists and educators. This teacher’s method, however, appeared 
to be generally traditional and showed little psychologizing. De- 
tailed observations were made in the course of one school year 
(September 1955 to June 1956) in the school of the Children’s 
Service of the New York State Psychiatric Institute, where this 
teacher had taught since 1930. It was hoped that an analysis of 
her approach would permit the recognition of underlying prin- 
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ciples and of the concrete details that made instruction by her a 
successful learning experience for a group of severely disturbed 
children, all of whom had encountered serious difficulties in their 
previous schools. 

As a rule, children with mental deficiency and brain damage 
are not admitted to the Institute service, except for diagnostic 
therapeutic trial. Three such children were admitted during the 
time of study; they failed to respond with improvement to the 
program. All the remaining 14 children were boys of good or 
superior intelligence, with more than half having IQ’s of more 
than 120, and two rated above 140. They ranged in age from six 
to 10 years. 

In five eases, the clinical diagnosis was schizophrenia; four 
others were borderline schizophrenics. The remaining children 
suffered from severe and long-standing behavior disorders. In 
all cases, the difficulties had been developing over several years, 
but the parents had been reluctant to accept the need for psy- 
chiatric help. They agreed to residential treatment only because 
the children had been too disturbed to be admitted to school or 
had been excluded on account of bizarre or disruptive behavior 
and/or inability to learn. 

Seen from the perspective of the teacher, the clinical diagnosis 
is of less importance than the evaluation of the actual behavior 
that interferes with a child’s participating in, or benefiting from, 
school. These children were impaired, to various degrees, in ability 
to control impulses and to establish interpersonal contacts. Several 
showed severe deficiency and inconsistency in training in ordinary 
routines of living, manners and social considerations. In some, 
there had been too much training; and overambitious standards 
had been superimposed, particularly in regard to unrealistic in- 
tellectual achievement. 

The teacher was thus confronted with a group of children, all 
of whom had experienced failure and were afraid of learning and 
of further humiliation. No two children were at the same level 
of academic achievement. They suffered from short attention 
spans, were restless and easily distracted, insecure and reluctant 
to face anything new; and they were without useful work habits. 
Most seemed to have poor memories, were indifferent and mis- 
trustful. They were definitely deficient in independent self-ap- 
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praisal, would cling to the teacher, and craved recognition from 
the teacher as well as the group. 

The children were divided into two groups of seven each, ar- 
ranged according to ability to participate in group activities and 
to concentrate. One group contained mainly the younger and the 
autistic children who responded only to individual instruction and 
needed repeated stimulation to make them even aware of group 
interaction. Allowance was made for their extremely short atten- 
tion spans, distractibility and autistic withdrawal. The other 
group, comprising chiefly the older boys, and those who had been 
in treatment for some time, was expected to follow group instruc- 
tion at least for some subjects, and to do sustained work with- 
out continuous individual supervision. In this group, too, a good 
deal of individual instruction was necessary, and assignments 
for work were always made individually. Subsequently, it was 
found helpful in special cases, to supplement the teaching in the 
school with individual tutoring that dealt with specific learning 
disabilities. 


Although the teacher had developed an individualistic and flex- 


ible concept of her function, she aimed at bringing the children 
up to their appropriate grades, according to the requirements of 
the Board of Education. Since these children were expected to 
return to their homes and the community, including public school, 
preparation for the handling of ordinary school situations was 
necessary, and the teacher made the students aware of the aca- 
demie and social requirements of school life. 

For the older and better-integrated children she followed the 
work books that were used in the public schools, but she copied 
out each assignment, so that a child was confronted only with a 
small subdivision of the work, and not with a task that would be 
confusing or intimidating as “too much and too difficult.” She 
also outlined the program at the beginning of each session so 
that the children would have their minds set on the work ahead 
and not become discouraged about the need to concentrate too 
long. 

During the morning sessions, about 60 minutes for the older 
group and 45 for the younger, writing and arithmetic were taught. 
After a child had finished his work for the period, he was allowed 
to choose an activity such as playing with a game or puzzle, read- 
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ing a book, or working on a project. The sessions were ended by 
story-telling or the playing of a record. 

The afternoon sessions, also lasting approximately 60 minutes, 
were devoted to social studies, rehearsals for plays, or other 
special activities. The program also included cooking and a great 
variety of different handicrafts, broken down to such simple steps 
that even an unskilled and inexperienced child could succeed and 
experience a sense of accomplishment. Music, dancing, marching, 
and rhythmic playing of percussion instruments were part of the 
daily program. At the end of the sessions the teacher gave a 
“treat” to each child, a piece of candy or a cookie. This treat, 
however, was withheld as a disciplinary measure when a child 
had been aggressive against another child or willfully disruptive, 
but it was never withheld for failure in mastering academic 
material. 

Case Report 

The progress of Eric, a seven-year-old, severely disturbed boy, 
may serve as an illustration of the way the teacher modified this 
well-structured program in order to meet individual needs. Eric’s 
behavior had been so bizarre and conspicuous that the local school 
had refused to admit him, even for a trial period. The school 
psychiatrist had made the diagnosis of childhood schizophrenia. 
The parents had been aware of some disturbance in his behavior 
and were annoyed by his many fears and by his compulsions. 
They had used the situation in a combative way for mutual blame 
but were reluctant to accept the need for residential treatment. 

At first the story sounded as if the boy’s difficulties had de- 
veloped chiefly from the disturbed relation to his mother, who 
was a war bride, from a well-to-do family in a European capital. 
She was acutely unhappy in her marriage and disappointed by 
the bleak existence in a lower middle-class suburb. Gradually it 
evolved that the father was the much more disturbed person, with 
paranoid ideas. Many of the boy’s distorted concepts about life 
and the world could be traced directly to the father’s indoctrina- 
tion. He had tried to push the boy intellectually to prove that 
he was his son and not affected by his wife’s “inferiority.” In 
doing so, he had filled the boy’s mind with vague facts about the 
stars and planets and weird and frightening ideas about illness 
and death. 
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Erie was a tall attractive-looking boy with poor muscular co- 
ordination. He was erratic and restless, made silly noises (like 
animal sounds), postured, grimaced, and flapped his arms as if 
imitating a bird. He had a rather large vocabulary and usually 
spoke clearly, but at other times made only unintelligible sounds. 
He used speech in a highly autistic way, only rarely for meaning- 
ful communication. He seemed to be out of touch most of the 
time, giggled and mumbled to himself, seemingly engaging in 
mental activities of his own. 

On the ward, Erie stayed by himself and made no contact with 
anybody, neither his therapists, the nurses nor other children. He 
liked school from the beginning, even though, there too, he ap- 
peared to be out of contact. Every morning, he was ready and 
waiting for the teacher and he showed real grief when (for some 
reason) school was cancelled. During the first year in school, he 
would not participate in group activities, but walked aimlessly 
around the room. He would sit down with the teacher for brief 
periods, showing readiness to learn. In spite of his absent-minded- 
ness he absorbed a good deal of information. He surprised every- 
body when he made an ABC picture book, with amazingly per- 


ceptive simple drawings as illustrations for each letter. 


At the time of the study, Eric was in the second year at the 
hospital, but still in the younger group. He was somewhat more 
in contact, and had formed attachments to a few nurses and his 
therapist, but he liked the teacher best. The regularity and pre- 
dictability of the school program appeared to be of real importance 
for him. During the summer vacation he had waited impatiently 
for school to open; and on the first day of school, he enumerated 
to his therapist all the “events” that were ahead of him, describ- 
ing in great detail the various holidays as they were celebrated 
in school, even though he had seemed to be out of touch most of 
the time during the previous year. He was still unable to grasp 
social behavior and continued to be bizarre and unpredictable, con- 
spicuously more so on the ward than in the school room. 

The teacher was lenient and permissive with him, giving in to 
his whims, allowing him to wander around the room or to come 
earlier—as long as he did not disturb the program. He still was 
autistically absorbed in his fantasies but he managed to absorb 
everything that was taught. He excelled in spelling and in telling 
time. When the teacher invited him to participate in group in- 
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struction he often followed the invitation—at a time when he 
still would “not listen” to any suggestions on the ward. Even 


during this permissive period, the teacher always set definite limits 
and did not allow his behavior to become uncontrolled. She was 
protective of him when other boys made fun of him or became 
aggressive. In the middle of October, when it had become appar- 
ent that he could tell time correctly, she invited him to be the 
teacher for the children who could not do it so well. He was 
awkward at first, but he made an effort. A week later he was rather 
successful and from then on he would talk about wanting to be- 
come a teacher. 

By the end of the first term he was in contact more often and 
seemed to get gratification from his achievement. He seemed 
ready to learn rules of social behavior and was no longer treated 
“special.” The record shows a gradual decrease in the teacher 
giving in to him; she expected him to behave like the other chil 
dren. She would tell him: “You know that we don’t do this in 
school,” but she gave him a certain leeway and made allowance 
for the fact that he would follow a suggestion only with a certain 
delay. She continued to be protective of him against being teased 
or bullied. She was aware of Eric’s poor reality criteria, and 
she explained over and over and over again very simple, ordinary 
facts of life and the different relationships between people and 
behavior in different social situations. She would answer without 
impatience every one of his questions, however silly or irrelevant 
they sounded. Toward the end of the school year, he had become 
fairly secure in spelling and reading and had acquired a wide 
range of knowledge. Now she would refuse to answer unnecessary 
questions and would appeal to his knowledge. 


re 
as 


There was continued improvement and in 1957 Eric was ready 
to return to his home. Both parents had been in treatment with 
a great change in their relationship. After a year of private 
tutoring Eric was able to attend public school in his home town, 
at first part-time then full time, in the proper grade for his age. 
It may be superfluous to add that Eric was also in individual 
psychotherapy during this period and that the therapeutic milieu 
of the ward was of great importance to him, even though he 
responded so slowly. 
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CoMMENT 

The means by which this teacher achieved her results appear to 
be deceptively simple. The basic atmosphere was one of warm love 
and respectful seriousness. The school was definitely structured, 
and basic rules were clearly defined and strictly adhered to, such 
as the requirements of being on time or being in school in order 
to “learn” (in the widest sense of the word). However, there were 
many modifications in the program which gave to the children 
the feeling that school was something enjoyable, like playing 
games. 

In the analysis of the detailed records the outstanding feature 
was the individualized application of the program, with alert 
awareness of what could be expected from each child at a given 
moment. In the day-by-day observations, definite changes in this 
individualistic approach to each child could be recognized in the 
course of the school year. Individualized modifications were 
expressed in the areas of praise vs. correction, individual instruc- 
tion vs. expectation of independent work, protection against ag- 
gression vs. encouragement for self-assertion, expression of in- 
dividual needs vs. group considerations, ete. The clues for these 
differences in approach were derived from observing the overt 
behavior of each child and observing the group situation. 

This high degree of individualization and flexibility did not 
obliterate the firm and well-defined structure. The whole program 
was outlined and explained in a way that could be recognized 
and understood by each child. This aspect, that of a consistent 
and predictable program, appears to be of as much importance as 
attention to the individual needs of these disturbed children. Un- 
structured permissiveness and unlimited indulgence, which until 
recently had been considered a prerequisite for a therapeutic ap- 
proach, are now recognized as carrying definite limitations and 
dangers. Schizophrenic children, in particular, are likely to be- 
come more disorganized in an unstructured setting. These chil- 
dren have grown up in inconsistent and contradictory environ- 
ments and have been exposed to erratic talk and actions. Their 
experiences have lacked proper stimulation and opportunities for 
learning valid concepts and guides for action. Their great need 
is to acquire reality criteria and meaningful limits—and control 
over their impulses. They need to learn gradually to depend on 
a teacher who is a consistently friendly and trustworthy guide 
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but who also expects self-control and serious attention to work 
within the limits of each child’s capabilities. 

Another prominent feature of this teacher’s program was the 
way all verbal communications were made, in exceedingly simple 
and unambiguous terms, and always to the point. This was 
apparent in all instruction and in the answers to the children’s 
questions. In addition, praise or corrections were offered in exact 
terms relating to the specific act or situation, with consideration, 
not only for the child’s low self-esteem and vulnerability, but 
also for his fear of praise and special recognition. 

Conspicuous by their absence were interpretations as to the 
underlying emotional meaning of the child’s actions and behavior. 
The child was given help in recognizing confused feelings within 
himself, but no speculations were offered about the possible under- 
lying significance of his feelings. This reserve is probably the 
reason why, to some casual observers, the teaching method ap- 
peared to be “not psychological” enough, or even seemed rigid and 
old-fashioned. It appears now that this teacher’s factual, clear 
and always “teaching” approach is in harmony with the newest 
thinking on the treatment of schizophrenia in children as well as 


in adults.” There is general agreement that interpretative insight 
psychotherapy is of limited value, if not altogether confusing, for 
the disoriented schizophrenic patient. Theoretical as well as prac- 
tical up-to-date reports deal with the need to recognize and cor- 
rect confusion in perception and communication. Rioch* describes 
the case of a young schizophrenic to whom the physician, in his 
first contact, pointed out “This is the window ... this is the light 


9 


at the ceiling... this is the door,” in order to help the patient 
who appeared disoriented and confused. This approach is very 
similar to the way this teacher continuously maintained the orien- 
tation of the children. 

Bateson and his co-workers’ described the possible importance 
of recurrent ambiguous situations during early development for 
the thinking disturbance in schizophrenia. According to their 
theory, the later schizophrenic patient is exposed repeatedly to 
the experience of being trapped in impossible contradictions with- 
out the possibility of escape, coupled with the feeling of being 
helplessly dependent on the person who causes this situation. 
The conditions under which this occurs have been called “double 
bind” situations. The atmosphere this teacher created appears 
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to be singularly free from “double bind” entanglements. In their 
evaluation of the success or failure of different therapists, White- 
horn and Betz*® observed the greater success in those who com- 
bined the ability to be individualistic and reality-minded with an 
attitude of “active personal participation.” The approach of this 
teacher has these essential qualities, with her conception rather 
clear-cut that her own role is that of always being the teacher. 


Department of Psychiatry 
College of Physicians and Surgeons 
Columbia University 

and 
New York State Psychiatric Institute 
722 West 168th Street 
New York 32, N. Y. 
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A STATE HOSPITAL POPULATION FIVE YEARS AFTER ADMISSION : 
A YARDSTICK FOR EVALUATIVE COMPARISON OF 
FOLLOW-UP STUDIES* 


BY N. 8. LEHRMAN, M.D. 


Many new therapeutic modalities have been developed in the 
past few years to improve the results of psychiatric hospital treat- 
ment. But in order to measure properly the effectiveness of any 
treatment upon'a psychiatric hospital population, sufficient time 
must elapse between the conclusion of the treatment and its evalua- 
tion. Even after such measurements are made, however, the ques- 
tion always lurks, “How would this patient, or group of patients, 
have done without treatment, or with the older methods of treat- 
ment?” 


This paper offers a provisional yardstick to measure the effec- 
tiveness of these older methods of treatment, against which the 
newer results can be measured. It is a completely objective yard- 
stick, based solely on whether five years after admission a patient 


is in the hospital—or has died in the hospital—or is out of the 
hospital, presumably alive but possibly dead. A methodology 
which evaluates psychiatric success or failure on the basis of status 
in or out of hospital is less than absolutely perfect, as will be dis- 
cussed further, but it does perhaps have value as a measure or 
rough standard. 

This paper is based on Malzberg’s studies. As director of sta- 
tistics of the New York State Department of Mental Hygiene, he 
examined the five-year course of all 12,656** first admissions to 
the New York civil state hospitals during the fiscal year 1943-44. 
Some of the results of this study have already been published,’ 
but the data involving readmissions were calculated by the present 
author from the raw data, kindly made available to him by Malz- 
berg. 

*The data from the New York state hospital system, upon which this study is 
based, were prepared by the New York State Department of Mental Hygiene with 


the aid of a research grant from the National Institute of Mental Health, of the 
National Institutes of Health of the United States Public Health Service. 

**Between 2 and 3 per cent of first admissions were transferred to, or readmitted 
subsequently to, a mental hospital which was not part of the state hospital system. 
These patients have been excluded from the figures presented here. 
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The Malzberg study categorizes these 12,656 first admissions by 
sex, by diagnosis, by age, and by duration of mental illness. ‘The 
outcome of first admission is classified in terms of death in hospi- 
tal (Tables 2A, 2B and 2C, columns a ), retention (Tables 2, col- 
umns b), or discharge (Tables 2, columns c+d+e+f); those 
discharges subsequently readmitted are also classified in terms 
of death during readmission (Tables 2, columns ¢), in-hospital 
status at the end of the follow-up period (irrespective of whether 
redischarged and readmitted in the interim) (Tables 2, columns 
d), and redischarged and out-of-hospital at the end of the follow- 
up period (Tables 2, columns e). Hence the data make it possible 
to determine the hospitalization status of the entire group, or of 
any of its subgroups, five years after first admission. 


, 


For present purposes, a treatment “failure” will be defined as 


a patient who is still in the hospital, or who has died in the 
hospital by the time of the follow-up. A “success” is defined, con- 
versely, as a patient whose last hospital contact at follow-up time 
was his discharge to the community. The “suecess” rate plus the 
“failure” rate will then equal 100 per cent. = 


Malzberg’s data make it possible to calculate three different 
sets of suecess rates, depending on the definition of “follow-up 
time.” Many of the follow-up studies reported by other workers 
can be translated into rates which can be compared to one or an- 
other of these rates. 


The “Ever-Discharged” Rates 

The first set of rates is the simplest, most accessible and least 
valuable of the three as a true measure of the efficacy of treatment. 
This is the set of “ever-discharged” rates (Tables 1A, 1B and 1C, 
columns ¢c), for which “follow-up time” is taken as the time of 
first discharge or the end of the five-year period, whichever comes 
first. In this set of rates, all patients ever discharged from the 
hospital within the study period are considered “successes” 
(Tables 2A, 2B, and 2C, columns e+d-+e-++-f) ; the “failures” then 
consist only of those never-discharged patients dying in hospital 
within five years of first admission (Tables 2, columns a), and 
those uninterruptedly retained for the entire five-year period 
(Tables 2, columns b). 
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Table 1A. Five-Year Follow-Up, First Admissions, 1943-44, New York State 
Hospital System 


Diagnosis Versus Outcome, in Percentages 








Number 


Patients 
Admission 


Out of Hospital at 


Ever-discharged 
Follow-up 


Success Rate II: 


Readmitted/Per- 
& Unreadmitted 


sons Ever- 


Readmission Rate: 
Persons Ever- 


Discharged 


Diagnosis : 


of 
—~ Death Rate During 


i--} . 

~ First 
- 

= 

— 


| _ Success Rate III: 


| . Success Rate I: 


LS 





| 
} 
| 
} 
| 
i 
| 
} 
| 
} 
| 
' 


All Psychoses 
Male 5,829 43.34 18.93 
Female 6,827 38.68 20.96 
Total 12,656 40.83 20.05 


Cerebral Arteriosclerosis 
Male 1,540 72.60 
Female 1,550 68.71 
Total 3,090 70.65 


Senile 
Male 898 86.97 
Female 1,353 82.41 
Total 2,251 84.23 


Involutional Mechancholia 
Male 190 12.63 
Female 617 14.59 
Total 807 14.13 


Manic-Depressive 
Male 154 
Female 410 
Total 564 


D. P. (Schizophrenia) 
Male 1,189 6.64 
Female 1,752 5.02 
Total 2,941 5.68 


Psychopathic Personality 
Male 1.41 88.73 70.42 83.10 
Female : 4.00 89.33 76.00 80.00 
Total j 2.74 89.04 73.29 81.51 
Psychoneurosis 
Male 33 3.76 93.23 85.71 90.23 
Female 192 4.69 92.71 83.33 89.06 
Total 325 4.31 92.92 84.31 89.54 
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Table 1B. Five-Year Follow-Up, First Admissions, 1943-44, New York State 
Hospital System 
Age on Admission Versus Outcome, In Percentages 








Ever Re- 


~ admitted/Persons 
ver-Discharged 


Success Rate ITI: 
| © Out of Hospital at 


Readmission Rate: 


Age on Admission: 
-> Persons 


Number of 
Death Rate 
During First 
Admission 
Follow-Up 


E 


Co 


° 


— Suecess Rate I: 
~ Ever-Discharged 
© Success Rate II: 
~ Unreadmitted 


= 
eS 

~~ 
~~ 





72.22 
83.87 
76.47 


29.47 61.35 
22.42 60.18 
26.20 60.80 


20-24 
Male 
Female 
Total 
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Table 1B. Five-Year Follow-Up, First Admissions, 1943-44, New York State 


Hospital System (concluded) 


Age on Admission Versus Outcome, In Percentages 








Age on Admission: 
Number of 


Patients 


Persons Ever Re- 


Death Rate 
Readmission Rate: 
admitted/Persons 
Ever-Discharged 


—~ During First 


Qe 
~ Admission 


~~ 
2 
~ 


Success Rate I: 
Ever-Discharged 


_ Suecess Rate II: 
= Unreadmitted 


“~~ 
° 
~ 





40-44 
Male 
Female 
Total 


Female 
Total 


50-54 
Male 
Female 
Total 


55-59 
Male 
Female 
Total 


60-64 
Male 
Female 
Total 


65-69 
Male 
Female 
Total 


70-74 
Male 
Female 


Total 1, 


| 
| 
| 


20.88 
17.32 
18.79 


12.56 
20.36 
17.12 


557 
628 
185 


47.80 
43.39 


45.22 


48.37 
51.45 
50.06 


40.77 
39.08 
39.95 


26.97 
30.54 
28.70 


21.79 
22.24 


22.03 


Success Rate ITI: 
Out of Hospital at 


| — Follow-Up 


za 


@® 
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Table 1C. Five-Year Follow-Up, Dementia Praecox, First Admissions, 1943-44, 
New York State Hospital System 
Age on Admission Versus Outcome, In Percentages 





Age on Admission : 


Number of 


Patients 
Success Rate III: 


@ Out of Hospital at 
~ Follow-Up 


Readmission Rate: 
—~ Persons Ever Re 


Death Rate 

‘ During First 

S admitted /Persons 
Ever-Discharged 


~ Admission 
<> Ever-Discharged 


— Success Rate II: 


= Unreadmitted 


_~ Success Rate I: 





100.00 


100.00 


10-14 
Male 20 
Female 15 
Total 35 
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Table 1C. Five-Year Follow-Up, Dementia Praecox, First Admissions, 1943-44, 
New York State Hospital System (concluded) 


Age on Admission Versus Outcome, In Percentages 








a 





Age on Admission : 
Number of 


Death Rate 


© During First 
Admission 


-~ 


Readmission Rate: 


Re- 


| ~ Persons Ever 
= admitted/Persons 





40-44 
Male 
Female 
Total 


55-59 
Male 
Female 
Total 


60-64 
Male 
Female 
Total 


65-69 
Male 


Female 
Total 


Male 
Female 
Total 


100.00 
58.33 
66.67 


12.90 
31.25 
24.05 


33.38 
16.67 
25.00 


20.00 


20.00 


0.00 
0.00 


-~ Success Rate I: 
Ever-Discharged 


° 
~— 


| 
| 
| 


44.93 
37.80 
40.31 


50.94 
40.66 
44.44 


' 
| 


| ~Suecess Rate II: 
Unreadmitted 


| = 
~~ 


47.83 
34.78 
40.80 


39.13 
25.98 
30.61 





Success Rate III: 
Out of Hospital at 


Follow-Up 


‘io, 
® 
ww 


42.03 
25.98 
31.63 
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Table 2A. Five-Year Follow-Up, First Admissions, 1943-44, New York State 
Hospital System 


Diagnosis Versus Outcome 








First Admissions 


Readmissions 











Diagnosis: 


Num 


ber of 


Patients 


—~ Deaths During 
~ First Admission 


a) 


—~ Retentions After 


— 
So 


~ Five Years 





All Psychoses 


Male 
Female 
Total 


5,829 


6,827 


12,656 


2,526 
2,641 
5,167 


Cerebral Arteriosclerosis 


Male 
Female 
Total 
Sentle 
Male 


Female 
Total 


Involutional 


Male 
Female 
Total 


Manic- Depressive 


Male 
Female 
Total 


1,540 
1,550 
3,090 


898 
1,353 
2,251 


190 
617 
807 


154 
410 
564 


1,118 
1,065 
2,183 


781 
1,115 
1,896 


Melancholia 


24 
90 
114 


D. P. (Schizophrenia) 


Male 
Female 
Total 


1,189 
1,752 
2,941 


88 
167 


Psychopathic Personality 


Male 
Female 
Total 


71 
75 
146 


Psychoneurosis 


Male 
Female 
Total 


133 
192 
325 


958 
1,328 


2,286 


160 
192 
352 


56 
153 
209 


26 
136 
162 


11 
16 


9 
LJ 


359 





| ~ Deaths During 


At Follow-Up 


of Hospital 


» 


(f) 


z 
4 


® Out 


~~ 
wa 





164 1,901 
203 2,259 
367 4,160 


210 
239 
449 


47 
74 


99 
294 
393 


557 
745 
1,302 


50 
57 
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Table 2B. Five-Year Follow-Up, First Admissions, 1943-44, New York State 
Hospital System 
Age on Admission Versus Outcome 





First Admissions Readmissions 








At Follow-up 


Age on Admis- 
Number 

of Patients 
& 


Never Readmitted 


sion: 
& Out of Hospital 


~ First Admission 
o Retentions After 


) 
-~o 
— 
=~ 
~~ 
h 
— 





0-9 
Male 
Female 
Total 


10-14 
Male 
Female 
Total 


15-19 
Male 
Female 
Total 


20-24 
Male 
Female 
Total 


Male 
Female 
Total 


30-34 
Male 
Female 
Total 


35-39 
Male 
Female 
Total 


40-44 
Male 
Female 
Total 
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Table 2B. Five-Year Follow-Up, First Admissions, 1943-44, New York State 
Hospital System (concluded) 
Age on Admission Versus Outcome 








First Admissions Readmissions 








At Follow-up 


During 
First Admission 


Hospital 


eaths During 


Age on Admis- 
Number 
~ Readmission 


sion: 

of Patients 
Retention After 
Five Years 


In 


& Out of Hospital 


—~ Deaths 
—~D 
° 


> 
~" 
~ 
FS ae . 
| ~ Never Readmitted 
| 
| 





45-49 
Male 
Female 
Total 


50-54 
Male 
Female 
Total 


55-59 
Male 
Female 


Total 


60-64 
Male 
Female 
Total 


65-69 
Male 
Female 
Total 967 


70-74 
Male 557 
Female 628 
Total 1,185 


75-79 
Male 512 
Female 566 
Total 1,078 


80-84 
Male 340 
Female 461 
Total 801 
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Table 2C. Five-Year Follow-up, Dementia Praecox, First Admissions, 1943-44 
New York State Hospital System 
Age on Admission Versus Outcome 








First Admissions Readmissions 








At Follow-up 


During 
g 


First Admission 


Number 
of Patients 
ever Readmitted 


r 


Age on Admis- 
Out of Hospital 


sion: 
> Retentions After 
~ Five Years 
~ Readmission 

} 


—~ Deaths 


> 
— 
a 


| — Deaths Durin 
— 
° 
— 
i 
m~ 
oS 





5-9 
Male 
Female 
Total 


10-14 
Male 
Female 
Total 


Male 
Female 
Total 


20-24 
Male 
Female 
Total 


Male 
Female 
Total 


30-34 
Male 
Female 
Total 


35-39 
Male 
Female 
Total 
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Table 2C. Five-Year Follow-Up, Dementia Praecox, First Admissions, 1943-44 
New York State Hospital System (concluded) 
Age on Admission Versus Outcome 








First Admissions Readmissions 








At Follow-up 


During 


Number 


of Patients 
Admission 


Hospital 
ut of Hospital 


Age on Admis- 
Retention After 


Five Years 


Deaths 
First 


sion: 
+ Never Readmitted 


=> Deaths During 


~ Readmission 


oma 
a ° 
— SU 
_~ 
— 
~ 
~ 


In 
| @QO 


~ 
= 
ww 





40-44 
Male 
Female 
Total 


50-54 
Male 
Female 
Total 
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While these rates can be compared from one hospital to another, 
different attitudes toward discharge in different places can, for 
example, seriously contaminate the value of therapeutic compari- 
sons made on the basis of these “ever-discharged” success rates. 
The figures themselves are, however, usually accurate, since most 
hospitals keep good records of discharges, deaths and retentions. 


The “Unreadmitted” Rates 

The second set of success rates is that of the “unreadmitted” 
rates (Tables 1A, 1B and 1C, columns d). Here, follow-up time is 
taken as first discharge, if it occurs, but it is superseded by time 
of first readmission, if that occurs. Here, the “failure” group, in 
addition to the retained and died-in-hospital patients of the “ever- 
discharged” failure-group (Tables 1A, 1B and 1C, columns a and 
b), includes also all those discharged patients who have ever been 
readmitted within five years of their first admissions (Table 1A, 
1B and 1C, columns e+-d+e). In this set of rates, the only succes- 
ses are those patients who are discharged and never readmitted 
(Tables 2, columns f). 

The “unreadmitted” rates are a more accurate measure of the 
therapeutic success in a population than the “ever-discharged” 
rates, but they are more difficult to obtain. Their value as a meas- 
ure is higher, because their end point is, at least in part, socially 
determined, by the actual nature of the discharged patient’s social 
interactions, rather than being solely determined by the decision 
of the hospital physician whether to discharge. Moreover, since 
styles in hospital discharge policy can vary widely in place and 
in time, artifacts caused by such changes in style will affect the 
“ever-discharged” rates far more than the “unreadmitted” rates. 

Data on readmissions are, however, much more difficult to 
obtain, since readmissions often occur elsewhere than at the origi- 
nal hospital. The determination of readmission after a particular 
hospitalization consequently involves, in most cases, following up 
patients in their communities, as Hillside Hospital has done so 
well.’ 

In a state hospital system with central registration of, patients, 
such individual follow-ups are less necessary, inasmuch as prac- 
tically all ex-patients who are readmitted come to the attention of 
the central registration organization. New York ex-patients who 
are readmitted in other states are almost all called to the aware- 
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ness of the central registration agency through various interstate 
agreements. These patients are excluded from this study, how- 
ever. 

For economic reasons, only a negligible few of former state hos- 
pital patients are readmitted or transferred to private hospitals, 
where the fact of readmission may not be available to the central 
registration authority. In New York State the existence of these 
patients is available to the central registration authority. They 
are, however, also excluded from this study. As indicated, the 
total number of patients excluded from the study because of trans- 
fer to mental hospitals not a part of the state hospital system, or 
because of subsequent readmission to such hospitals, amounts to 
between 2 and 3 per cent of all first admissions. 

Hence, although a small error may be caused by using central 
registration records, rather than following patients up indivi- 
dually, it appears that the work saved by using the former method, 
as in this paper, more than compensates for the small error pos- 
sibly introduced thereby. 


The “Out-at-Follow-U p” Rates 
The third set of rates (Tables 1A, 1B and 1C, columns e) is the 


most valuable clinically, but the hardest to obtain and the least 
frequently reported. These rates are based on the patient’s status 
—in or out of the hospital—at follow-up time, here defined as five 
years after admission. In these rates, the successes include the 
unreadmitted patients (Tables 2, columns f), plus those who, al- 
though readmitted one or more times, have been discharged to the 
community subsequent to their last readmissions (Table 2, columns 
e). Failures then include the in-hospital deaths, during first or 
subsequent admissions (Tables 2, columns a and ¢), the never-dis- 
charged (columns b), and the readmitted patients who have in- 
hospital status years after their first admissions (columns d.) 
This set of rates is, the writer believes, the truest of the three 
measures of the therapeutic efficacy of a hospitalization. 


Interpreting the Results 


Tables 1A, 1B and 1C give the different success rates in per- 
centages, as they have just been defined. Table 1A gives the three 
success rates, for the different diagnostic categories in this total 
population, as well as death rates during first admission (columns 
a) and readmission rates (columns b). Table 1B lists the success 
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rates, first admission death rates and readmission rates, against 
age on admission to the state hospital system; it does not include 
diagnosis. Table 1C gives these rates for schizophrenia in the 
different age groups. 

These data can be used as rough bases for comparison, although 
it would be misleading to overestimate their exactness. For ex- 
ample, were a group of workers to report an “ever-discharged” 
rate of 75 per cent for schizophrenics, this might be significant 
when compared with the writer’s ever-discharged rate (Table 
1A) of 61.30 per cent for schizophrenics. If, however, the popula- 
tion being reported on was younger over-all than the New York 
state hospital population, the significance of the report might be 
much less, since 74.29 per cent of schizophrenies aged 10-14 are 
ever-discharged (Table 1C), and the corresponding figures for 
ages 15-19 and 20-24 are 74.75 per cent and 71.76 per cent. Hence 
if the population with an ever-discharged rate of 75 per cent— 
apparently the result of a new treatment—is in fact a young 
population, one can see that the figure of 75 per cent ever-dis- 
charged is not significantly different from the results in this age- 
group with routine state hospital care. 

Tables 2A, 2B, and 2C give the numbers of patients from which 
Tables 1 have been calculated. Table 2A is specific for diagnosis, 
Table 2B is specific for age for all patients, and Table 2C is 
specific for age for patients diagnosed as schizophrenic. 

As indicated, Tables 2A, 2B and 2C each list (a) the number of 
deaths during first admission, (b) the number of retained, never- 
discharged patients, (c) the number of deaths during readmis- 
sion (first readmission and subsequent ones), as well as (d) the 
number of readmitted patients in-hospital five years after first 
admission, (e) the number of readmitted patients out of hospital 
five years after first admission, and (f) the number of patients 
who were never readmitted. 

The success rates in Tables 1 are caleulated by dividing the 
number of “successes” in a group by the total number of patients 
in that group. N, the total number of patients in any of the sub- 
populations of Tables 2, is the sum of the numbers of patients 
listed in the corresponding columns (a through f) of these tables. 
N, then, equals (a+b+ce+d+e+f).* The ever-discharged rates 
(Tables 1, columns c) therefore equal (e+d+e+f)*/N; the unre- 


*Asterisks indicate that letters refer to columns of Table 2. 
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admitted rates (Tables 1, columns d) equal f*/N, and the out-at- 
follow-up rates (Tables 1, columns e) equal (e+f)*/N. The re- 
admission rate (Tables 1, columns b) equals (e+d-+e)*/(e+d+ 
e+f).* 

Table 3 compares, for schizophrenic patients, the ever-dis- 
charged rate and the death rate during first admission with the 
duration of illness prior to admission. It is not possible at this 
time to caleulate the other success-rates against preadmission 
duration of illness. 

Table 4 gives a breakdown by age and by diagnosis for this 
entire population of 12,656 patients. As can be seen, approximately 
5 per cent of this total population was diagnosed as having gen- 
eral paresis, and almost 11 per cent is diagnosed as suffering 
from “other” disease entities besides the nine which are listed. 
The small number of aleoholics (less than 5 per cent) is the result 
of the New York policy of not usually admitting acute inebriates 
without psychosis to state hospitals; this policy differs from that 
of many other states. 


DIscUSssION 


The ultimate measure of the efficacy of a psychiatric treatment 


program is the mental health of the patients who have been treated. 
But an individual’s mental health is basically his capacity to 
function in a socially-useful and personally-satisfying way. Meas- 
urement of this capacity to function, as contrasted with meas- 
urement of functioning itself, is notoriously d#ficult, particularly 
when one recognizes that social factors outside the patient’s con- 
trol often, or even usually, prevent the fullest realization of his 
capacities, whatever they may be. 

Hence, instead of measuring patients’ capacity to function, we 
have come to measure, rather, their actual functioning, as for 
example was simply but excellently done in the Hillside post- 
hospitalization study.’ 

A relatively simple measure of the actual functioning of a psy- 
chiatric-hospital-treated patient is his ability to exist afterward 
outside its walls. If an ex-patient is able to remain out of the 
hospital, it is reasonable to assume that in general there has been 
change within the patient, or at least in his interaction with his 
family, so that hospitalization is no longer considered necessary, 
and that, on the average, his mental health is better than that 

“Asterisks indicate that letters refer to columns of Tables 2. 
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Table 3. Five-Year Follow-Up, Dementia Praecox, First Admissions, 1943-44, 
New York State Hospital System 
Duration of Iiness Before Admission Versus Success Rate I and Death Rate In-Hospital 








Duration of Illness Before 
Admission: Number of Success Rate I Death Rate During 
Patients (Ever-Discharged ) First Admission 





< 1 mo. 
Male 
Female 
Total 


1-3 mo. 
Male 
Female 
Total 


4-6 mo. 
Male 
Female 
Total 


7-12 mo. 
Male 
Female 
Total 


1-1.9 yr. 
Male 
Female 
Total 


2-2.9 yr. 
Male 
Female 
Total 


3-3.9 yr. 
Male 
Female 
Total 


4-4.9 yr. 
Male 
Female 
Total 
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of the patient still in the hospital, or who has been forced to return 
to it. 

There is, of course, some overlap between patients and non- 
patient in terms of health.” The “sickest” nonpatients may well 
be “sicker” than the “healthiest” patients. Nevertheless, from a 
statistical point of view, it cannot be denied that the functional 
capacity, or mental health, of an in-hospital population is far 
poorer than that of a population not in the hospital. This fact is 
the basis of this study. 


When Should Results Be Measured? 

When should the results of psychiatric treatment be measured? 
It is well known that psychiatric disease is chronic, and that 
almost any new treatment modality will have an initial beneficial 
effect, which is presumably a function, at least in part, of the 
relationship between the patient and the physician. Hence a valid 
measure of therapeutic efficacy should take place a sufficient period 
of time after the treatment has occurred, and should, if possible, 
be measured sufficiently long after the patient’s last contact with 
the physician. 

In this study, a period of five years after first admission was 
chosen. While a period of this length was perhaps necessary for 
this particular study, a shorter period—three years or more after 
first admission—may be adequate for future studies of this kind. 

The New York State hospital system usually places patients 
on convalescent care for up to a year after physical release from 
the hospital before discharging them from the books. Hence dis- 
charge from the books, which is here recorded, tends to occur up 
to a year after physical release from the hospital. This prac- 
tice of convalescent care placement accounts for the fact that only 
29.5 per cent of all discharges occurred during the first year after 
admission, as opposed to 55.3 per cent during the second year. 

In the third year the discharges were 9.6 per cent of the total; 
they amounted to 4.0 per cent in the fourth year; and only to 
1.6 per cent in the fifth year. Hence, a four-year follow-up of 
this population would differ from the five-year follow-up actually 
made by no more than 1 or 2 per cent, since only about 1 or 2 
per cent of patients are readmitted or redischarged in the fifth 
year; and these tend, in general, to cancel each other out. 
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Hence a future follow-up study of hospitalized patients might 
have as much value as this study if made as soon as three years 
after first admission, provided that the end point were taken as 
release from the hospital rather than discharge from the books. 


Interhospital and Intersystem Differences 


Interhospital and intersystem differences affect the accuracy 
of the “success rates” as true measures of therapeutic efficacy. 
There is some risk in comparison of the therapeutic efficacy of 
different hospitals or hospital systems solely on the basis of raw 
discharge data such as are here presented. Pollack et al., in their 
ll-state cohort study,’ point out many of the factors affecting 
the nature of the over-all statistics, which make hasty conclusions 
premature and therefore inaccurate. 

In their paper, they discuss the specific factors impairing the 
value of using discharge from a mental hospital as an end-point 
in the determination of comparative interstate therapeutic effi- 
ciency. Different systems differ in “the characteristics of the pa- 
tients admitted, their severity of illness, the characteristics of 
the communities from which these patients are drawn and to which 
they return, the presence or absence of other facilities for the 
care and treatment of the mentally ill.” All of these factors will 
also somewhat impair the value, for intereommunity comparisons, 
of in-hospital versus out-of-hospital status as an end-point, as 
has been here proposed in the “unreadmitted” and “out-at-follow- 
up” rates. 

Other factors, which the Pollack group lists as diluting the value 
of discharge as a statistical end-point, affect the “unreadmitted” 
and “out-at-follow-up” rates less than they do the “ever-dis- 
charged” rate. These include the “official and unofficial policies 
of the hospital which affect the admission or release of patients 
...and the philosophy of the hospital with respect to the degree 
of improvement expected in patients prior to return to the com- 
munity.” 

As just mentioned, whether discharge occurs (i.e., the “ever- 
discharged” rate) is determined by the attitudes of the discharge 
physician, which will in turn reflect to a variable extent his hos- 
pital’s and community’s attitudes. The ultimate status of a patient 
is, however, also determined directly by the nature of his social 
interactions at home-—and the test of actual social living is a far 
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better measure of a patient’s mental health than the estimate of 
a psychiatrist who may see him for 10 minutes a week. Hence 
the “unreadmitted” and “out-at-follow-up” rates take into account 
the patient’s post-hospital functioning, whereas the “ever-dis- 
charged” rates do not. 

Pollack’s group has listed many factors which ean account for 
some, or perhaps all, of the interstate differences found in their 
study. But the existence of these factors in no way denies the 
possibility that one system may also be more efficacious than an- 
other, and that this difference in therapeutic value may also be 
a factor in the over-all figures. The answer is, perhaps, to at- 
tempt quantitatively, or semi-quantitatively, to evaluate the differ- 
ent factors listed, and perhaps also to use a different follow-up 
yardstick—such as is suggested here—which is a more accurate 
measure in itself of the therapeutic efficacy of hospitalization than 
the “ever-discharged” flow rates now in use. 

If a methodology such as is here proposed has validity, a hos- 
pital or hospital system can measure the therapeutic efficacy of 
a new procedure much more accurately by comparing its new 
results with its results before initiation of the new treatment. 
Hence, the data presented here, from the New York State hos- 
pital system, would have specific value for evaluations of the 
more recent results in that system, with its open door policies 
and its use of the new tranquilizing drugs. For the writer, at 
least, the long-term value of the latter has never been satisfactorily 
demonstrated, although perhaps we now have a methodology 
whereby it can be. 

In addition, these data from the New York State hospital sys- 
tem can perhaps be used for comparison with the results in other 
New York psychiatric hospitals, which limit their admissions to 
more responsive or suitable patients. Operating with the same 
therapeutic efficiency as the state hospitals, these other hospitals 
should obtain better results than the state system, inasmuch as 
they are dealing with populations selected for better prognosis. 
Do they? This too is a field well worthy of investigation. 

As Pollack’s group points out, much more caution is necessary 
in comparing these New York figures with those from other states. 
Nevertheless wide discrepancies, if they remain after correction 
for the factors we know about, such as age, duration of illness, 
distribution of diagnoses, ete., should make us wonder whether 
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they are indeed the result of differences in therapeutic efficacy, 
and if so, how and why. 

Hence this paper is being offered as a possible improvement in 
statistical methodology in the field of psychiatry, and also as pre- 
senting a new, specific arithmetical yardstick which, while not 
perfect, is perhaps a somewhat more accurate indicator of thera- 
peutic efficacy than the yardsticks presently in use. 


15 Canterbury Road 
Great Neck, N. Y. 
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THE ROLE OF THE PSYCHIATRIST IN A RESIDENTIAL TREATMENT 
UNIT FOR ADOLESCENTS* 


BY SIDNEY L. GREEN, M.D., SIMON KWALWASSER, M.D., AND 
ALICE SLATER STAHL, M.D. 


The Israel Strauss Pavilion at Hillside Hospital, Glen Oaks, 
N. Y. was opened in 1954 as a specialized treatment unit for ado- 
lescent girls between the ages of 13 and 17. It was designed as 
a psychoanalytically-oriented unit for intensive treatment. In deal- 
ing with psychotic or borderline patients, such as there are in the 
unit, the orthodox psychoanalytic technique is not feasible. The 
doctor is offered an opportunity, in the adolescent pavilion, to 
organize for the patients a program creating a healthy living 
environment, in which the girls are provided with less destructive 
outlets for self-expression than they used before hospitalization, 
and with desirable adult figures to relate to, with whom the girls 
may profitably identify. 

It is the medical responsibility of the psychiatrist (1) to co- 
ordinate the many functions involved and (2) to be able to under- 
stand dynamically the meaning of what is currently happening as 
the reflection of a repetitive process in the patient’s unconscious 
life. 

Auxiliary facilities, from both outside and inside the hospital, 
have been used to a varying extent from time to time. Experience 
has demonstrated that some of the facilities in the hospital that 
were expected to be undesirable are useful, and that some of the 
community facilities that were expected to be helpful are not easily 
integrated into the hospital program. Their use has, therefore, 
been discontinued. When the girls leave the hospital, however, 
community resources are distinctly useful to help implement the 
over-all program designed to support the girls’ subsequent adjust- 
ment. 

The writers consider, with Anna Freud, the conflict of adoles- 
cence to be essentially a conflict between ego and id that explosively 
erupts after the period of latency. The patient who comes to the 
adolescent pavilion is nearly always a borderline patient, who 
presents the picture of a faltering ego, threatened with total sub- 


*This paper, from the Hillside Hospital, Glen Oaks, N. Y. (Borough of Queens, 
New York City) was read at the New York State divisional meeting of the American 
Psychiatric Association, November 27, 1959. 
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jugation or disintegration by the eruptive forces of the id. During 
psychotherapy, the psychiatrist’s ego and super-ego will have to 
bear the strain of the battle. The doctor has to provide the patient 
with auxiliary ego and super-ego. Therefore, the doctor’s ego 
strength, his ethical standards, and the economic situation of 
these resources in relation to his id are constantly being tested. 

Denial of reality and regression into a fantasy world form an 
irresistible temptation for the emotionally ill adolescent. There- 
fore, the total living experience at the hospital must be a planned, 
structured ego-supportive and reality-oriented experience. Basic 
rules concerning daily routines, study, work and recreation have 
been set down on the basis of several years of experience. How- 
ever, such rules are flexible within certain limits, according to 
the individual patient’s needs. A wide range of flexibility is made 
necessary by the fact that the capecity for integrated ego function 
in these borderline patients is subject to continuous changes. 

The psychiatrist must develop a keen sensitivity to, and aware- 
ness of, this constant state of flux in the patient’s mental status. 
Unless he learns to do so, he will soon come to grief. Not only 
will his relationship with the patient suffer, but he is also very 
likely to make wrong decisions and make recommendations to the 
staff which may be detrimental to his patient. In making his daily 
evaluation, the doctor uses, not only his direct clinical observa- 
tions of the patient, but also a detailed written report prepared 
by the nursing staff and such written and verbal communications 
as may be provided by the other staff members of the therapeutic 
team. In addition, daily meetings of the therapeutic team permit 
prompt discussion of immediate problems. 

The doctor’s efforts are directed toward enabling the patient 
to make the best use of such of her ego strengths as are usable 
at a given time. His orders, designed to accomplish this, are 
carried out by a skilled nursing staff consisting of psychiatric 
nurses with special interests in adolescents, and nurses’ aides and 
counsellors (college graduates who have worked with children and 
who are interested in this experience). They are the people who 
live closest to the girls. While they receive basic directions from 
the doctor, they have to use their own initiative in the immediate 
handling of many acute situations. 
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Specially trained school teachers, of the “600-School’* system 
of the New York City Board of Education, staff two classrooms 
in another building in the hospital. Classes are small, and, while 
small groups of students work in the same classroom, most in- 
struction is on an individual basis. The curriculum covers all sub- 
jects through the high school grades. As a rule, half of the adoles- 
cent pavilion population goes to school in the morning for one 
and one-half hours, while the other half of the group goes to oc- 
cupational therapy, which is conducted in the adolescent pavilion. 
The program is reversed in the afternoon. Interestingly, the pre- 
dominant patterns of activity in the occupational therapy shop 
depend, not only on the individual youngster, but also on the 
special interests of the professional worker. 

The group activities program helps the girls to improve their 
skills in social adaptation and provides various sublimatory ac- 
tivities within the recreational field. Finally, when considering the 
active components of the therapeutic team, it must be remembered 
that the nonprofessional staff, such people as the secretary, the 
kitchen man and housekeeping personnel, can be of tremendous 
importance in terms of their ability to relate to individual girls 
or to the group. 

The following clinical casé description of the initial period of 
treatment of one girl will illustrate the flexibility with which the 
components of the existing adolescent pavilion program and struc- 
ture can be used. 

An acutely-ill 14-year-old schizophrenic girl was admitted to the 
pavilion in a state of psychotic panic. She feared that the walls 
were coming down on her to crush her to death, and that the floor 
was giving way under her feet to bury her. A variety of sensations, 
due to a state of depersonalization, gave her a feeling of strange- 
ness about herself and a feeling that different parts of her body 
did not belong to her. Crowds, even the smallest group of people, 
put her in panic. Severe agoraphobia disabled her to such an 
extent that she was unable to leave the building. 

In contrast to the usual routine, the patient was permitted to 
remain in a single room for a long time following admission. She 
was permitted to refrain from all social activities. The nearly 
constant company of an adult was provided for her in order to 


*The New York City publie schools designated by numbers in the 600’s are special 
schools for emotionally disturbed children. 
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counteract her marked tendency toward complete catatonic with- 
drawal. She was seen by her doctor daily, including week-ends. 
In the context of this regimen, she established an intensely depend- 
ent relationship with her doctor who was supportive and encourag- 
ing. 

This patient was the only child of an isolated woman who had 
established a truly symbiotic relationship with her daughter. The 
patient lived through three years of her mother’s illness with can- 
cer, during which the patient nursed her and witnessed the pro- 
gression of symptoms until death separated them. To make treat- 
ment possible, this patient had to be offered the opportunity to 
develop a very dependent relationship, since this was the only 
kind in which she had known some security. Although she soon 
was called “privileged character” by the group, and was resented 
by the other girls, it was felt that this special amount of devotion 
and care by adults was necessary if the patient was to be saved 
from complete withdrawal from the world. Soon, the girl began 
to show concern about the other patients’ reactions to her, and 
obviously began to display an awakening interest in her peer 
world. At this time, she was encouraged to join the group by eat- 
ing with the rest of the girls. A third step consisted in helping 
her to leave the adolescent pavilion building and walk to school, 
at first accompanied by her doctor or another adult. 

She was told that she could leave the classroom if an attack of 
panic overeame her. In school, the teacher discovered this patient’s 
interest in singing, and was able to establish an exceptionally good 
relationship with the patient. Through this secure relationship, 
going to school became easier. Later on, when the girl’s agora- 
phobia turned into claustrophobia, she asked to leave the single 
room and felt the compulsion to leave the hospital to go for walks. 
Whereas, toward the end of the agoraphobic period she had on 
occasion to be literally gently pushed outside by her doctor, she 
now had to be restricted to help her control her intense need to 
be “free.” In general, however, she was functioning more effec- 
tively than on admission. 

Accurate clinical judgment and flexibility in treatment are pos- 
sible only if the psychiatrist has a good grasp of the psychody- 
namic processes operating within his patient. In contrast to the 
technique used with neurotic adults, where interpretation is exten- 
sively used, it is often possible with the adolescent borderline pa- 
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tient to make only a sparing use of interpretative technique. Too 
extensive or “deep” interpretation may cause intolerable anxiety, 
withdrawal from treatment or overt psychosis. The doctor must 
learn to identify the significant unconscious forces in his patient 
and use this knowledge to guide him in his total therapeutic ap- 
proach. The following case material will illustrate this point. 


A 13-year-old girl, with a history of severe illness of two years 
in duration, was transferred to the adolescent pavilion from an- 
other residential treatment center. In that unit, after initial im- 
provement, she had gradually regressed to the point of complete 
withdrawal, lack of urinary control and refusal to see her doctor 
after a period of overt expression of hostility toward him. It was 
in this stage that she was transferred to Hillside. The patient had 
fallen ill at the age of 12 with severe obsessive-compulsive symp- 
toms, two weeks after her father’s sudden death. She would spend 
hours practising numerous compulsive rituals such as hand-wash- 
ing, rhythmical movements, dance-like twirls (particularly while 
going through doors) and a catatonic-like immobility. At the ado- 
lescent pavilion, the patient was incontinent of urine and feces. She 
could hardly speak. With a frightened look on her face, she would 
stare at any person entering her room, and then go into one of her 
endless ritualistic performances. 

The history of the patient, the content of her dreams and some 
of her compulsions, enabled the doctor to grasp the fundamental 
psychodynamies basic to her illness. Her obsessive-compulsive 
symptoms were both an atonement for her death wishes against 
the father and a way of recalling her dead father to life. For ex- 
ample, her compulsive immobilization was an identification with 
the dead father. Her twirling ritual was a way of looking around 
to see whether her father was coming back. She would compul- 
sively count up to five (reconstituting the family of five members 
as it was when her father was alive). Her regressive symptom 
of fecal and urinary incontinence was understood to be an expres- 
sion of her inability to let go of, or to separate voluntarily from, 
the love object. Her inability at times to let her words go was seen 
in the same light. 

It was felt that her treatment at the other institution before she 
came to Hillside had taken a turn for the worse because her doctor 
began and continued to interpret to the patient her hostility and 
death wishes against the father and himself. 
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The first dream the patient brought to the Hillside doctor was 
the following: The patient saw her former doctor looking very 
threateningly at her and pointing his finger in a condemnatory 
manner at her. No interpretation was given to the patient. How- 
ever, the Hillside doctor realized that this girl needed complete 
acceptance and that no interpretation of hostility whatsoever 
should be given. In fact, the attitude of the staff as a whole was 
planned by the doctor as an unconditionally accepting one—even 
of the patient’s incontinence. The atmosphere about her was one 
of consistent reassurance and encouragement. After a week of 
operation of this program the patient had emerged from her state 
of nearly catatonic withdrawal. As soon as possible, she was taken 
out by the doctor for a walk on the grounds of the hospital. When 
they were near the fence, she looked into the neighboring streets 
and saw children playing and houses occupied by people going 
about their daily lives. She said, “How beautiful, I have not been 
out for ages.” Her doctor understood this as an expression of her 
wish to be back now with the living. To indicate his support of 
this wish, he took her to a nearby lunchecnette for a snack. This 
outing became a turning point in her treatment. 

Another dream, not interpreted to the patient, made the doctor 
realize that the girl had seen, in her first institutionalization, her 
mother’s move to throw her out of the house, punishing her for 
father’s death. Accordingly, the child had thought she would never 
return home. At this point, a benign substitute mother figure 
seemed essential. This figure was provided by a nurse of unusual 
kindness who became a special nurse to this patient. Like a real 
mother, she helped the patient for a while to get dressed, washed, 
bathed, ete. When the girl revealed a dream in which she saw a 
flood, with herself safe on the top of the roof of a house but still 
afraid of being engulfed, no interpretation was given, but, in the 
light of it, a firmer attitude toward the patient’s regressive phe- 
nomena was taken by her doctor. 

Formal learning in the usual sense had always been difficult for 
her; the patient went to school but learned only whatever she 
picked up in a rather informal way. Her tendency to express her- 
self through body movement was utilized by encouraging her to 
participate in creative dancing. An important part of her dis- 
charge plans was the provision for such activity after she left 
the hospital. It was considered important that this patient should 
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return to her own home following discharge. This was done and 
so far she is free of compulsive rituals. Recently, she has gotten 
and held a job. No interpretation of the id content of her conflicts 
had been given to her during her stay at the pavilion. However, 
she will, every so often, develop a flash of insight. For example, 
it was the patient herself who explained to the doctor that her 
past compulsion of counting to five had represented her attempt 
to retain the status of five in the family. 

It is through the repeated experience of being understood by her 
doctor and of being helped to feel better that a patient develops 
a feeling of trust toward the doctor, toward other staff members 
and, from them, toward the rest of the adult world. This attitude 
has been beautifully described by Erickson’ as the condition of 
“basic trust” in infancy. The Hillside Hospital adolescents have 
never experienced in their infancy and childhood a sufficiently 
strong feeling of that “basic trust” toward their parents. This was 
either because the children were too emotionally disturbed them- 
selves, or because their parents could not provide the conditions 
for it, or because whatever feeling of “basic trust” may have been 
present in childhood was badly shaken or destroyed by subsequent 
events, or by the upheaval of puberty. It is through the actual ex- 
perience of the doctor as a real person in relation to the patient 
that this feeling of trust ean be aroused or re-awakened. 

Another very important attitude required of the psychiatrist in 
his eapacity as therapist is his faith in the inborn potential of 
his patients for growth and recovery. This requires his ability 
to see, beneath and behind regressive and self-destructive behavior, 
the patient’s deep yearning for progression and maturation. This 
concept is in accord with Aichhorn’s philosophy as expressed in 
his Wayward Youth.? 

Again and again, one finds the best therapeutic results achieved 
by those doctors who have never faltered in their attitude of faith 
in the patient’s capacity for recovery. To illustrate this point, it 
might be helpful to cite a statement made by one of the very sick 
schizophrenic girls at Hillside to her doctor many months after 
her recovery. On that oceasion she told him how much it had 
helped her when, in one of her “darkest moments,” her doctor said 
to her, “I have faith in you, I believe in your recovery.” The doc- 
tor’s attitudes of respect for and confidence in the patient promote 
corresponding attitudes in the patient toward the doctor. 
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Being human, it is not an easy task for the psychiatrist to main- 
tain these attitudes to the same degree all the time. Work with 
very sick adolescents subjects the personality of the doctor to a 
continual bombardment by both aggressive and libidinal elements 
of the patients’ instinctual forces. The instinctual drives of these 
patients are dangerously intense and near the surface, both be- 
cause of the nature of their sickness and of their ages. In the 
course of treatment, the psychiatrist will bear the onslaught of 
this eruption. This is a trying task for the doctor, and counter- 
transference reactions are frequent and intense, on both a con- 
scious and unconscious level. Here are a few examples illustrating 
this point. 

A young resident psychiatrist, after two months of work at the 
adolescent pavilion, felt tired, irritable, depressed and “ready to 
quit.” Through supervision, he became aware of his own feelings 
of guilt in response to aggressive feelings that his patient had 
aroused in him toward her. Another resident compensated for 
his unconscious rejection of a patient by overpermissiveness—in 
the form of giving “privileges” for which the patient was not 
ready. 

Most residents have a strong need to deny their anxieties, even 
after these have been revealed in manifest counter-transference 
reactions. Some have handled their insecurity by becoming depend- 
ent on supervision for detailed instructions at every step. Others 
have done so by going to the other extreme of assuming an attitude 
of almost complete certainty about the clinical needs of the patient 
and how best to provide for them. 

The therapeutic program, planned for each patient at the pavil- 
ion, permits her to establish a meaningful relationship, not only 
to her therapist, but to the other members of the team as well. The 
establishment of these additional relationships, each serving differ- 
ent health-promoting needs, is carefully planned and fostered by 
the doctor. The very fact that, in the setting of the adolescent 
pavilion, the relatively exclusive relationship between patiefit and 
psychiatrist (as it takes place in the doctor’s office in private prac- 
tice) is avoided, has important advantages for girls who are as 
sick as these are on admission. For some paranoid patients, the 
daily contact with a psychiatrist in the privacy of his office may 
assume a threatening quality. The patient may refuse to see the 
doctor, thus defending herself against her aggressive and libidinal 
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feelings, aroused in this, to her, extremely stimulating situation. 
In such special situations, the doctors have been able to take their 
patients for walks on the hospital grounds, until the patients finally 
are able to handle the office experience. By this diluting of certain 
aspects of the patient-doctor relationship, and by the fractionating 
of a single relationship into multiple relationships, this type of 
patient has an enriched and meaningful therapeutic experience. 
According to Anna Freud,* “The Ego is formed to a great extent 
out of identifications.” A person’s ego is strong and rich when 
such identifications have been healthy, strong, stable and adequate 
in number. A very distinctive feature of the adolescent pavilion 
is that this process of multiple identification is not something left 
to hazardous chance, but is carefully promoted as a part of the 
doctor’s therapeutic plan. The following excerpt illustrates this 
technique. 

A girl of 16 and a half was admitted to the pavilion with a three- 
year history of severe free-floating anxiety, depression, and agora- 
phobia which forced discontinuation of school attendance. The 
first dream of the patient revealed that her agoraphobia was a 
defense against her prostitution fantasies. Her fear of men was 
so intense that she would become panicked by the accidental, 
casual brushing of a male patient against her arm. The patient 
had been reared in a very strict Catholic-Italian home and had 
developed an intense fear of both parents, particularly of the 
father, who had a history of aleoholism. Prior to her admission 
to Hillside she had been unsuccessfully treated in a doctor’s office 
with nareoanalysis and hypnosis. She discontinued extramural 
treatment because she became convinced that the therapist had 
made her hold his penis in her hand while she was under hypnosis. 
In her interviews with the doctor at Hillside Hospital, she would 
ery a great deal, reiterating how unhappy she was with herself. 

The doctor, although warm and sympathetic, carefully avoided 
any element that could be interpreted by the patient as seduction. 
EX\very effort was made to establish a feeling of mutual trust and 
confidence. The rich sexual content of the patient’s first dream was 
not interpreted to her for a long time. She was excused from going 
to activities where male patients would be present. However, she 
was assigned to help the elderly cook in the adolescent pavilion, 
a kindly, firm and nonseductive man. In her activities with the 
cook, she found an opportunity for sublimation of her too-threat- 
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ening instinctual drives, and ego-maturation was promoted. The 
patient developed trust in this male, who later encouraged her 
to do gardening with him. The planting of flowers became a favor- 
ite activity of the patient. The dietitian, a fine woman, also of 
Italian origin, encouraged the patient’s interest in working as her 
secretary; and, thus, the patient found herself with a substitute 
set of parents, with approving, positive and encouraging attitudes. 
Every new step she tried brought an emotional crisis in which the 
cook gave her the necessary support. He put the patient on the 
bus for the first time, took her to the races in helping her to get 
over her fear of crowds, and assisted her in coping with the ocea- 
sion of her sister’s wedding. Since her discharge, two years ago, 
the patient has held a job in a drug store, working for a male 
employer. 


Sometimes the psychiatrist has to deal with unconscious identifi- 
cation processes in different staff members on different levels. 
Failure to report certain facts by a staff member might be ration- 
alized as not wanting to “snitch” on the patient. Often, however, 
this has actually represented an acting out by the staff member 
with the patient in the latter’s pathological defiance of necessary 


authority. In some instances, this has been a displacement of the 
resentment felt by the staff member at the time toward her own 
supervisor. At other times, it has represented the stirring up of 
an unconscious conflict. The doctor has to be alert constantly for 
the placing by other staff members of such obstacles to the ade- 
quate implementation of his therapeutic plan. 


In conclusion, it might be well to repeat the observation, made 
by Anna Freud, that treatment with adolescents is a hazardous 
task with special difficulties in the beginning, in the middle and 
in the end. 


Hillside Hospital 
75-59 263rd Street 
Glen Oaks, N. Y. 
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REGRESSIVE ONE-TO-ONE RELATIONSHIPS 


BY ALBERT E. SCHEFLEN, M.D. 


Close relationships involving only two persons have a tendency 
to become regressive. When this occurs (at least among the ma- 
jority of middle-class Americans) a fairly characteristic pattern 
develops. The social mobility of at least one partner becomes 
limited, and opportunities for mature gratifications within the 
relationship also decrease. 

Such relationships are variously termed regressive, infantile, 
symbiotic or neurotic. Facets of individual psychodynamies which 
are basic to understanding regressive relatedness were originally 
described by Freud: narcissistic identification,’ transference,’ re- 
gression,® and introjection and identification.* ° 

Numerous later authors have developed concepts of the dynam- 
ics of immature object relationships as they occur in psychosis,°” 
in other psychiatric syndromes,’** and in psychosexual develop- 
ment.’**? It is a fundamental principle that later object relation- 
ships recapitulate those of early childhood. 


Yet descriptions of the regressive one-to-one relationships be- 
tween adults seem to be lacking in the psychoanalytic literature, 
except in the framework of individual psychopathology and in case 
history fragments. In this paper, descriptions of characteristic 
patterns in adults will be emphasized from a somewhat more “in- 
teractional” viewpoint than is customary in psychoanalysis. 


bJ 


The adjectives “regressive” or “infantile” are merely state- 
ments about degree of neurotic loyalty or “stickiness,” and the 
predominance of pregenital types of relatedness. Although psy- 
chotic and infantile patients have a proclivity for “gruesome two- 
somes,” the picture is frequently presented also by people who 
would not be considered mentally ill. Such a relatedness in mar- 
riage or in a parent-child relationship seems to belong to the psy- 
chopathology of everyday life. The phenomenon is often idealized, 
as in the image of devoted daughters like Elsie Dinsmore or Eliza- 
beth Barrett, in the poetic or romantic tradition of love, in the 
religious fantasy of St. Theresa of Avila, St. John of the Cross 
or Martin Buber,” and in some interpretations of the current 
ideals of “togetherness” or of devotion to the organization.” 
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CHARACTERISTICS OF THE REGRESSIVE ONE-TO-ONE 

These regressive relationships are maintained because of un- 
conscious needs; they are, moreover, unrealistic, because they 
exist at the cost of an impairment of other object relations, al- 
though they themselves provide only a minimal need gratification. 
Closeness is maintained in spite of strong dissatisfaction and in 
spite of the wish to dissolve the partnership. This paradox, when 
conscious, is generally rationalized by making the relationship 
appear consistent with cultural-ethical principles or with such 
“realities” as economics, convenience, health or the need to rear 
children. Religious and moral principles, of course, also reinforce 
the need to continue these relationships. 

It is obvious to others and often also to the partners of such a 
twosome that their attachment evidences a terrible fear of being 
alone. Less obvious but quite as important, is the function of such 
a twosome as an escape from triangular or Oedipal problems. The 
twosome sometimes seems to be displayed as a regressive, de- 
fensive proof of the absence of Oedipal strivings, although the 
third party is apparently always present, at least in fantasy. 

The invariable characteristics of the gruesome twosome are: 


(1) limitations of relatedness to others; (2) decreasing gratifica- 
tion within the relationship; (3) the maintenance of the attach- 
ment by mutual exploitation of the partner’s anxieties. 


1. Limitation upon Relatedness to Others 

The partners of a gruesome twosome relate to others less than 
the social norm and less than they desire. The exchange of satis- 
factions with third parties which does occur is either accompanied 
by guilt and anxiety, or is carried out as an act of defiance, or 
else is done in secret or in fantasy only. 

The partners of the gruesome twosome are easily spotted in the 
social situation. They huddle together and look wistfully at guests 
.who cireulate. They either do not relate to each other, or they 
force a conversation which shows no evidence of being pleasurable. 
If one of the partners converses actively with a third party, the 
other is prone to show jealousy, through a hurt withdrawal or 
sulkiness. Each secretly eyes the other’s every contact. Sometimes 
one of the two tests the fidelity of the partner, or becomes over- 
involved with others, in order to retaliate, to rebel, or to frighten 
the partner. 
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Such twosomes are often homebound and have virtually no social 
activity. The occasional visitor is at first weleomed avidly, but 
the situation soon becomes tense. Visits are exchanged only with 
“safe” acquaintances. Either partner who makes a move toward 
relating to others, either by welcoming visitors or suggesting an 
evening out, is suspected of being dissatisfied or potentially un- 
faithful. Such Gaston-and-Alphonse acts generally end in staying 
home. Even children may be intruders and each partner relates 
with trepidation to anyone else. Observation indicates that such 
neurotic protection of a libidinal investment in a spouse, because of 
real or imagined reasons for jealousy, is an important cause of 
parental rejection. This limited social behavior is often ration- 
alized as overtiredness, dislike of social activities, devotion to 
children, economy and the like. 

In regressive twosomes which involve a parent and a child, the 
overt patterns may be somewhat different. The child may feel 
it necessary to explain all absences and also every enjoyment in 
outside relationships. he parent, in turn, casts aspersions on all 
outsiders and outside activities. Dangers to health, ingratitude, 
“running around,” time-wasting, dangers of delinquency or pros- 
titution, are hinted at by the parent as reasons for discouraging 
the child’s social relationships outside the home. The parents may 
be fearful of lovemaking, or even of friendliness with each other, 
lest the child then feel free to relate to others outside the home. 
Doubts and warnings are voiced about the food, attitudes, beliefs, 
sincerity and reliability of outsiders. The child’s own attractive- 
ness and capabilities may be questioned in order to weaken his 
other relationships. A paranoid view of the “world” is constructed, 
and guilt-ladened ties of loyalty develop within the home. These 
regressive relationship patterns are often admired as family “to- 
getherness,” though a closer examination may reveal that the 
alleged family unit consists of sets of one-to-one groupings. 


In religion, a characteristic suspiciousness of outsiders and a 
demand for the complete love of God fit this pattern. The deity 
is pictured as jealous and possessive. Celibacy is often encouraged. 
Libidinal ties are all directed to the god-figure or his representa- 
tive in a series of one-to-one links, and members of such religious 
twosomes are encouraged to seek only minimal gratification from 
each other. 
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In the gruesome twosome, there is an intense conscious or un- 
conscious preoccupation with unfaithfulness and separation. Char- 
acteristically each partner maintains a secret, rationalized or fan- 
tasied “other-relatedness.” The “other-related” “outsiders” are 
viewed both as threats and rescuers. Favorite third-parties are 
God and parents, simply because, in our culture, it is deemed im- 
proper to assail these relationships with them. Often the “rescuer” 
is a fantasy of a television personality or of a former lover. The 
fantasied infidelity may be out of consciousness and may appear as 
a phobia or projection. Men may evolve fantasies about an ag- 
gressive seductress who will force them into an affair, while women 
imagine rape, white slavery, a mystical reunion with God, or re- 
birth. Common phenomena are depersonalization, claustrophobia, 
or symbolic acts of unfaithfulness, such as giving away flowers or 
losing a pocketbook. ; 


2. Decreased Gratification Within the Relationship 
Healthy one-to-one relationships are replete with gratifications 
appropriate for the situation and ages of members. In a successful 
honeymoon, these are genital; in a “good” experience of nursing 


or in some situations involving adults, oral satisfactions are ap- 
propriately rewarding. When gratifications decrease and are pre- 
dominantly regressive, this process indicates that characteristics 
of the gruesome twosome have developed. 


One reason that close relationships tend to become regressive 
is that there is an acting out of transference, which invariably 
includes the transference of incest taboos and a subsequent loss 
of genitality. Pregenital sexual needs, being relatively egodystoniec, 
tend not to find expression. This induces the partners to seek sub- 
stitute gratifications, away from physical levels. 

Ambwalence within the twosome tends to be marked although 
the hostility may be unconscious. The preponderant pregenital 
needs, such as sucking, incorporation, narcissism, control and re- 
tention are relatively ungratifiable, and involve much frustration. 
Even the existence of these needs tends to be blamed on the part- 
ner, who is viewed in transference as a “regressogenic” parent. 
Infantile resentments are also transferred. The “walking on eggs” 
type of tenuous relatedness in a “gruesome twosome” takes up 
much time and energy to keep it in equilibrium; hence career de- 
velopment, other relationships, solitary pursuits, obligations to 
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others and needed pleasure from others are interfered with. 
Delivering endless reassurance, while trying to manage separa- 
tion anxiety, is an exhausting business. These are some of the 
factors which lead to hostility in the immature one-to-one relation- 
ship. 

Often the ambivalence is displayed by means of pretended in- 
difference or sulkiness. The hostility may be unconscious and 
inner-directed, leading to depression, to masochism, and to prone- 
ness to accidents and sickness. Undoing and reaction formations, 
such as oversolicitousness, idealization, passivity and overdevoted- 
ness are common. On the other hand, hostility may be open and 
intense, with complaining, depreciation and even violence. Un- 
faithfulness and abandonment are especially threatening. When 
acted out by one of the two, the partner may retaliate or else act 
out the paradigm of martyred virtue. 

Hostility, however expressed, decreases the ability to offer grat- 
ifications ; guilt decreases the acceptance of satisfaction and causes 
its repression, so that a feeling of frustration persists. This in- 
itiates a vicious cycle. The wish of each partner to deprive the 
other may be strengthened by the unconscious fantasy that grat- 
ifying the partner’s need is a dangerous threat to his dependency. 
These frustrations may serve only to heighten the “stickiness” of 
the relationship. 


3. Maintenance of the Attachment by the Mutual 
Exploitation of Anxieties 

Nearly all overintense, immature relationships are maintained 
by mutual exploitation of separation anxiety and guilt feelings. 
Closeness is considered essential to life, and separation is uncon- 
sciously defined as the equivalent of death or of the loss of body 
parts or contents. These fantasies are, of course, transferred from 
earlier experiences. Since anxieties about separation are both 
projected upon the partner and recognized in him, the close- 
ness itself comes to be viewed as altruistic devotion. Each partner, 
then, is motivated not only by dependent needs but by super-ego 
prohibitions against desertion. At the slightest threat of separa- 
tion, anxiety prompts patterns of behavior which are intended to 
tighten the symbiosis. 

Separation anxiety is continually reactivated by: (1) external 
social pressures such as the need to work and relate to colleagues 
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and to meet the demands of “outsiders” for relatedness to one of 
the partners; (2) subtle mutual threats of desertion, to express 
hostility and to keep control, and (3) the desire for separation 
arising from shame about dependency, guilt about exploitation, 
need for greater gratification and maturation, hostility, and fear 
of certain transferred unconscious aims such as incorporation or 
incest. Fach partner sees evidences of the desire for separation in 
the other but in addition projects his own wishes for separation. 
This combination maintains separation anxiety and clinging-be- 
havior at a high pitch. 

The need to break away is strong, though often unconscious. The 
preoccupation with “togetherness” is thus intertwined with pre- 
occupation with unfaithfulness and desertion, often projected or 
repressed. Fear of and wish for separation are alternative aspects 
of the cycle. The moment of reassurance against separation brings 
claustrophobia and sets in motion the desire for separation. This 
is followed by a fresh wave of anxiety. 

In addition to threats of desertion, implied or overt, behavior 
aimed at preventing separation consists of arousing guilt and anx- 
iety in the partner and trying to become indispensible. Alternat- 
ing these mechanisms, and measuring out the proper dose of anx- 
iety call for consummate skill; but this has been learned through 
identification in childhood; indeed, an adult twosome is always. 
a duplication of childhood experience. 

Separation is also made difficult by the fostering of guilt feel- 
ings. This is a motive in never forgetting a past transgression 
and frequently reminding the partner of it. Posing as a paradigm 
of virtue, suffering or devotedness is a common mechanism. The 
affectiveness arises because these devices stir up longstanding 
unconscious fantasies of guilt and indebtedness. Hostility may 
increase this guilt and tighten the attachment. Additional guilt- 
arousing measures are punishment, such as shame, deprivations, 
rejections, withdrawal and complaining, which make relating to 
others outside the twosome too dangerous. Emergency measures 
of this order may include illness, threats of suicide, or rejection. 

In couples of long acquaintance, words are seldom necessary to 
activate guilt or separation anxiety. One of the writer’s patients 
signalled the threat of unfaithfulness by wearing an article of 
clothing given him by his mother. Another, when she addressed 
her husband, would make a slip of the tongue and call him by the 
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name of a former lover. Headaches, sighs, wearing of red clothes, 
not having an appetite and moving the wedding ring around are 
a few other signals of this order. 

Immature one-to-ones tend either to equilibrium at levels which 
preclude gratification and maturation, or they terminate pain- 
fully in unfaithfulness, desertion, destructiveness or the outbreak 
of manifest illness. 

It is not likely that the mere tendency to group into pairs forces 
unfavorable conditions on people and brings out their regressive- 
ness. These dyads are sought after and formed because they rep- 
resent the earliest relatedness-pattern of life. Further they afford 
a good opportunity to live out and abreact separation anxieties 
and other unsolved problems. They may also provide an escape 
from triangular patterns. 


SoME VARIETIES OF THE REGRESSIVE ONE-TO-ONE 


The abnormality of the immature one-to-one is obviously rela- 
tive. Courtship, marriage and parenthood are universal dyads 
which are sources of great happiness. The degree of interference 
with mobility in the total social relationship, and the relative in- 


tensity of pregenital needs and ambivalence within the one-to-one 
relationship can be used as criteria of immaturity. 

The sex of the partners is not basic. Immature one-to-ones are 
seen in heterosexual, homosexual and nonsexual relationships. 
Homosexual “marriages” typically involve regressive needs, am- 
hivalence, unrealistic role playing and separation anxiety with 
its two faces: neurotic loyalty and unfaithfulness. Adolescent 
“crushes” and the one-to-ones of pubertal girls” are similar ex- 
amples. The immature one-to-one can also be seen in relationships 
between siblings, friends, teacher and pupil, employee and em- 
ployer, in extramarital relationships, and so on, and is not neces- 
sarily related to the reality roles of the two parties. 

A variant of the gruesome twosome is a type of relationship in 
which one partner is dependent and overdevoted, while the other 
maintains social mobility and may in fact appear quite uninvolved 
or independent. Teachers, executives, nurses, physicians and 
others who live out “parental roles” seem more prone than most 
persons to acquire psychotic, alcoholic or overdependent spouses 
whom they nurture without manifest separation anxiety or over- 
dependency. In such a twosome, an unconscious conspirancy may 
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be maintained to conceal the dependency of the stronger partner 
behind the role of provider. The masochism of one and the nar- 
cissism of the other are thus preserved. Being indispensible to a 
weak partner is a face-saving method of insuring attachment while 
disguising but gratifying dependent needs. Separation, the re- 
bellion of the dependent one, or psychotherapy can cause a quick 
reversal of roles and reveal the basie picture of mutual attach- 
ment. The compulsive unfaithfulness or overostentatious non- 
attachment of the “independent” partner may give a hint of this 
underlying involvement. 

Another variant is the repetitive escape from involvement in 
one-to-ones. Analysis reveals the usual wish-fear pairing. Fears 
of domination and loss of identity, as well as anxiety about the 
emergence of needs and a dread of rejection, go with a quasi- 
phobie avoidance of twosomes. An excessive need to operate in 
constant triangles or groups can be an escape from twosomes. 
With slightly different emphasis, Angyal’® and Greenson“ describe 
avoidance of relationships because of fear of marked identification. 
The histories of patients in such cases often reveal periods of 
intense involvement in gruesome twosomes. Intense “wish vs. 
fear” conflicts about one-to-one attachments seem to characterize 
many schizophrenic patients. 

Since the need for involvement in these one-to-one relationships 
may be accompanied by an intense fear of them, they may some- 
times be “lived out” only in fantasy, with introjected objects from 
childhood or love objects who are unattainable. Considerable in- 
tensities in such involvements are possible in relationships main- 
tained only by correspondence or represented by a fetish. Psy- 
choanalysts are familiar with a type of “fate neurotie” who can 
be involved only with absent objects and who unconsciously de- 
stroys the relationship upon reunion. 

Fantasied one-to-one relationships may be maintained with 
supernatural figures, with fantasied or hallucinated images, with 
pets, fetishes, body parts or institutions. Fantasied and symbolic 
partners have the “advantage” of being controllable. 


The parent-child type of one-to-one relationship relives the child- 
parent symbiosis, and one partner seeks nurture, satisfactions, 
protection and control of impulses. Dependency may be in the 
service of the search for help, reassurance, knowledge or permis- 
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sion, in order to grow up. In other cases, the fantasy is that gen- 
itality is obtained from another person by incorporation. 

The parental role may be alternated or may be held persistently 
by one partner. Sickness of one partner is often required to ration- 
alize the dependency. In the writer’s experience, deeper analysis 
reveals that each member of the twosome plays three roles: child, 
mother, and father. 

The narcissistic identification has been described by Freud.' The 
individual sees the partner either as himself or as he thinks he is, 
was or wishes to be. He seeks vicarious satisfaction or immortal- 
ity. The other may have an analogous fantasy so that each uses 
the other, or may share the fantasy that his own hope of not being 
deserted depends upon playing the prescribed role. Rebellion is 
opposed by separation anxiety and guilt. 

The complementary union is the unconscious attempt to com- 
plete the body image by permanent union to one who represents 
the missing part. When one’s whole body is fantasied as a penis, 
the partner is conceived of as the body to which it belongs. The 
man may feel a guilty need to restore the body of the mother, 
“destroyed” by his birth, by being her penis (infant). Woman may 


fantasy restoring a father imagined to be castrated, by being his 
penis.° 


Sexual motivations of a neurotic type play an important part 
in the pathological twosome. Commonly both parties, because of 
strong tendencies to repress genital feeling, experience this as 
-astration and need the constant presence of the partner to ex- 
perience sexual feeling and to feel secure. The writer thinks this 
is a frequent nuclear fantasy in neurotic one-to-one attachments. 

The partner may be fantasied as incorporated, or attached to the 
body as a sexual part; or, where more mature differentiation has 
taken place, the partner’s nearness produces sexual feelings and 
guards against feelings of castration. Since an abstraction, such 
as “being sexual,” is likely to be represented in the primary proc- 
ess as a penis, it may be incorrect to interpret the woman’s wish 
for genital sensations as a wish for a penis. One woman patient 
with fantasy of castrating a man and carrying the penis in the 
vagina, wished to do so as a means of preventing vaginal sensa- 
tions from being repressed, such repression producing panic. In 
men, the repression of genital feelings awakens castration anx- 
ieties (and may even be their prototype). Since these experiences 
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of loss may have originally occurred in relation to mother’s near- 
ness, or are reminders of it, the magic fantasy that the masculinity 
has disappeared into the woman may result. The woman, then, is 
held captive in order to prevent such a final loss and cannot be let 
out of one’s sight. Two magical methods of achieving such a control 
are transvestitism and fetishism, in which “masculinity” is re- 
gained by incorporation of, and identification with, the woman 
who has taken it.* The penis may be only one symbol of an un- 
differentiated magic substance, or touchstone, which represents 
sexuality, strength, maturity and genitality. Similar fantasies of 
gaining the magical talisman may underlie the clinging in the 
neurotic one-to-ones. Wishes for these qualities should not he 
arbitrarily dichotomized into oral vs. genital; or penis vs. vagina. 

By the same token “food” may be desired as a precursor to 
sexual maturity.** The clinging to a partner cannot be interpreted 
empirically as the wish to be a baby per se, for it may have the 
purpose of gaining the magic “stuff” to be genital.” 


Case MATERIAL 
Case 1. A Homosexual Twosome 

Two men in their late twenties, “Mike” and “Tim,” have lived 
together for nearly 10 years in overt homosexual “marriage.” For 
years they have not been apart for a day. Mike is an able student 
in a profession. Tim finances Mike’s education and supports both 
of them on a sizable inheritance. He has never worked. In other 
ways, Mike acts as the parental figure, nursing Tim through one 
illness after another, making the decisions and so forth. 

Twice Tim has forced Mike to abandon his studies. Jealous 
after Mike had told him of his interest in a professor, Tim insisted 
on moving to another city. Threatening unfaithfulness, he forced 
Mike to leave immediately—before he could even arrange to trans- 
fer credits to another school. By playing on Mike’s separation 
anxiety, he caused him to miss classes and other activities. Unable 
to make other contacts, Mike feels tyrannized, resentful but help- 
less. Mike quit psychotherapy and again left school, allegedly be- 
cause Tim admired a certain artist and insisted that they go to 
Europe to see him. 

Mike’s ambivalence and tyranny are equally extreme. If Tim 
is not sick, Mike needs someone else to nurse. He, therefore, 


“See the myths of Heracles and Omphale, and Thorne Smith’s story Turnabout. 
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threatens unfaithfulness, and Tim promptly gets sick again. On 
one occasion, Mike consulted a neurosurgeon about some “neuro- 
logical” symptoms which Tim was evidencing. The neurosurgeon 
urged immediate hospital admission for a work-up for “possible 
brain tumor.” Mike never complied with this, and never even told 
his partner, partly from jealousy of the neurosurgeon, and partly 
from the conscious wish that Tim would die. 

These men consciously played father and son roles, alternating 
the positions. They called each other “father” and “son” during 
anal intercourse and fellatio. Mike said he was trying to be the 
father he had never had. Sometimes, he was conscious of feeling 
“like a mother” to Tim. They seemed to have little pleasure. Sex 
was compulsive and ungratifying. Mike couldn’t study, because 
Tim was resentful of not being talked to, but they actually talked 
little heeause each would become depreciative, and this would 
lead to sulky silences. 

Mike consciously hated his father and looked down on him, but 
there were many indications of preconscious admiration and envy. 
Similarly, he felt that the therapist was uncouth, lower-class, too 
aggressive and unlearned. Despite his hostility to Tim, however, 
he idealized him. He saw Tim as strong and superior in every 
way and fantasied him as a great leader in thought and art, despite 
Tim’s extremely regressive state. He had fantasies of “learning” 
(really incorporating) greatness from his homosexual attachment. 

During adolescence, Mike had often had open sex play with his 
mother. On one occasion he tried intercourse, but his mother began 
to laugh hysterically and depreciated Mike. Mike was depressed 
and bewildered through these years. One day he met an older lad 
and suddenly felt he understood it all; he was in love with men, 
a homosexual. He felt better after that for years, until things 
with Tim became worse and worse. 


Case 2. A Marital Gruesome Twosome 

A young woman analysand of 30 was married to her childhood 
sweetheart. They rarely went anywhere. He had been the “life of 
the party,” but she fussed so jealously that they had virtually 
stopped going out. In recent years, they had had sexual inter- 
course only by anus or mouth. The husband said he hated to go 
to work. He came home early and then never went away, even 
for a few hours. When he was at work, the wife stayed with a 
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girlfriend or often kept her only son home from school. She hated 
to be alone. When the husband was home, she avoided the son 
who was a “daddy’s boy.” She was preoccupied with fantasies 
of her husband’s death or unfaithfulness. 

Her husband constantly encouraged her to go out with other 
men. Finally he introduced her to a man and encouraged them to 
go out to a show. She became the mistress of this friend of her 
husband. Alternately, she would leave her husband and then return 
to him. He remained “faithful, devoted, forgiving and solicitous.” 
He asked only that she allow him to watch her undress. 

The wife now originated an immature one-to-one relationship 
with her lover. She watched him constantly, accused him of un- 
faithfulness, and felt depressed if he did not telephone several 
times nightly. He urged her to divorcee her husband, but she 
claimed she felt too guilty. She finally did so, when the lover 
threatened unfaithfulness. After her remarriage, her former hus- 
band was seduced by the patient’s girlfriend who “confessed” this 
to the patient. Then the patient “fell in love” with her ex-husband 
and was persuaded not to see him only when the new husband 
threatened unfaithfulness. 

The patient’s second husband gently but firmly refused to neg- 
lect his business or permit social withdrawal. In terror of her 
fantasies of possible sex orgies, she began to entertain friends of 
her husband. She was extremely jealous of him. She at first be- 
came frigid and sulky and drew her son into a twosome so involved 
that the school authorities noticed it. 

During childhood the patient’s mother had refused to permit 
others, even the father, to feed, diaper or play with her child. How- 
ever, when the patient was four, a sister was born, and the mother 
completely rejected the patient. The patient then entered a very 
close twosome with the father, excluding the mother and sister. 
The child felt terror when her father was away, and she called 
him at his place of business several times a day. Often he would 
arrive home to find her sick and would sit by her bedside. She 
spent hours dancing in the living room for her father. The mother 
seemed to foster this relationship which continued until the girl’s 
puberty. 

The mother and father had an overtly hostile gruesome twosome, 
yelling, insulting and depreciating each other. The mother would 
order the father out of “her” bed and suggest that he sleep with 
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the patient. He did. The child would lie awake in terror for fear 
she might fall asleep and inadvertently touch her snoring father. 
During her adolescenee, it was discovered that the father had a 
mistress. From that point until late in her analysis, she hardly 
even spoke to him. She re-entered a dependent, overdevoted sticky 
relationship with mother, in which, alternately, one was sick and 
the other nursed. This ended with her abrupt elopement at 17, 
when she entered the regressive twosome with her first husband. 

As to sexual fantasy, she had one of an undifferentiated sexual 
substance which could pass from one body to another. In inter- 
course, one party took it and the other was compelled to cling to 
the aggressor in hope of winning or stealing it back. There was one 
of these “things” to a family. The onset of her menses was thought 
to be the cause of her mother’s menopause. In orgasm, she deper- 
sonalized. Analysis revealed that she felt herself to be mother 
“getting back her sex.”” When not .in the presence of a man, she 
felt cold, empty and like a little girl without sexual feeling. This 
reaction made her panicky, but she could immediately be “cured” 
by being near a man. This tied her to gruesome twosomes with 
men. When she was with a woman she had fantasies of learning 
sexual secrets or of obtaining magic substances to make her fem- 
inine. The constant fear of losing her sexuality seemed based on 
strong repressive forces against Oedipal wishes. 


This case could obviously be described in terms of Oedipal act- 
ing out. The regressive twosomes appeared to resemble interludes 
and were regressive escapes from triangles. 


Case 3. A Mother-Son Twosome 

Analysis of a young man revealed the following history. He had 
been depressed, anxious and lonely since the death of his mother, 
which had occurred shortly after his graduation from college. He 
longed for a woman, but feared sex and entanglement, taking 
refuge in bed and in compulsive eating. He “mourned” his mother 
for years. 

The mother and son had shared a contempt for and avoidance 
of the father, who related himself in an overdependent attachment 
to the mother-in-law. The mother and son formed one gruesome 
twosome; the father and grandmother another. The son had never 
been able to eat food ndét prepared by his mother, or to void 
except in her house. He was neither weaned nor toilet-trained at 
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five. He nursed his mother through several illnesses, including the 
last. They were inseparable, and his preoccupation was to make 
her happy by Christian behavior and good scholarship. Both he 
and she interfered constantly in the other’s attempts to form other 
relationships—the mother disapproved of all of his friends. 


Yet the ambivalence was marked. The mother had been endlessly 
critical. The son felt deprived, resentful and neglected, but he 
feared to complain, because of his fear that she wasn’t well and 
that this might kill her. Deeper analysis revealed very sadistic 
fantasies directed at her body. He recalled his childhood as one 
of literal hunger for food though the family was economically 
sound. His bitter complaint was that he had no secrecy, nor a 
single possession all his own. The another and son had rarely 
talked. She had been “bitchy,” and he sullen. 

One fantasy of the analysis was of a symbiotic feeding. As a 
child, he had day after day traced the sewage pipes in the hope he 
would find that they returned to the faucets. He was anxious when 
they didn’t. He had constant fears of food and feces being lost. 
When his mother vomited, he panicked. He could not be toilet- 
trained because he feared the loss of feces in the toilet. He would 
preserve his stool in a diaper and leave it in his mother’s room. 
Slowly the fantasy emerged. He ate mother’s food but passed it m- 
tact as a stool, which she must eat to say alive. Body-contents, when 
lost, were not replaceable, and starva'tion threatened. Food ac- 
cepted from other sources would lead to his mother’s desertion 
and to his own starvation. He lived in terror that she would find 
another source of nourishment and, no longer needing him, would 
let him starve. His Oedipal fears involved the idea that the father, 
in intercourse, would deplete the system. 

Later another cause of his attachment became evident. He had 
the fantasy that he was his mother’s penis. As a child, he thought 
her penis had turned into a baby and had then been cut from her. 
He had been delivered by Caesarian section, and the doctor had 
previously said a pregnancy would kill her. Furthermore, he was 
an only child, as was his father, grandmother, and cousin. In fact, 
he “knew” of no woman who had had more than one child. Mother 
had always said she wished she were a man. 

When his mother died, he looked at her vagina and had the 
conscious fantasy that he had killed her. After this, he compul- 
sively saw images of vaginas with alternately appearing and dis- 
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appearing penes. The sight of a vagina filled him with guilt and 
castration anxiety. He was forever placing penis symbols in 
orifices. 

He fantasied his whole body as a penis. His mouth was the 
meatus. He experienced swelling, rigidity, throbbing. He imagined 
his legs below the knees were trapped in a large vagina. 

Early in analysis, he established a sexual relationship. He began 
to engage in a compulsive affectless sexual intercourse four to 
six times nightly, interspersed with cunnilinctus. This soon ex- 
hausted his girlfriend, but he couldn’t believe her reassurance 
that she was receiving “enough.” He feared she would seek an- 
other man. He also fed her constantly, reassured her, and talked 
her into illnesses which he nursed. He lived in dread of losing her 
and remained with her constantly. She developed claustrophobia. 
She started “leaving pocketbooks around,” left doors and windows 
open and felt short of breath. Finally she sneaked away to New 
York to consult a family friend. The patient insisted she had taken 
a lover. Within a few days, he became engaged to another woman. 
He married without consulting the analyst; and his terror of tri- 
angles has been a constant theme of the analysis. 


Case 4. Gruesome Twosome in a Woman Who Fantasies 
Her Body to be a Phallus* 


A woman in psychotherapy revealed a tendency for typical re- 
gressive one-to-one relationships. These were determined by many 
factors, but material about her identification with the phallus is 
selected. 

She felt she was “dead,” “lifeless’ 
ical contact with a man. Her chief complaint was of attacks of 
increasing rigidity, swelling and tingling, followed by a sensation 


’ 


and cold when not in phys- 


bb] 


of “everything rushing” to her head. Then she felt that the top 
of her head was “exploding like a voleano and everything erupt- 
ing.” After this she felt limp, exhausted and weak. 

She loved to place her head at a man’s pubis, stretch out rigidily 
and pretend she was his penis. This would lead to clitoral orgasm 
without stimulation. She also loved to sit erect upon a man’s 
prone body with the same fantasy. 

She felt that her mother had castrated her father and that she 
herself was a dying penis. Her wish was to restore her penis- 
body to the father’s genital area, saving both of them. 
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Differentiating Neurotic and Non-Neurotic 
One-to-One Relationships 

Obviously, the motives and patterns described are present in 
every relationship. It would be hard to imagine a marriage or 
parent-child relationship without them. However, it seems possible 
to distinguish between regressive and “normal” patterns. 

Statements by both partners that they are happy and satisfied 
are not necessarily reliable data. The finding that each is in good 
physical health, both when they are together and apart, might in- 
dicate that emotional needs are being met by the twosome. It seems 
that the degree of immaturity of the relationship is somewhat rel- 
ative to the intensity of unresolved infantile needs and transfer- 
ence potential. This can be gauged with soine accuracy from the 
history of each partner in other relationships and, perhaps, more 
effectively, by observing the relatedness of the partners to the 
therapist. 

The partners in a non-neurotic one-to-one are able to function 
in ways different from those of a neurotic one-to-one. They can 
keep communication open in the twosome, so that gratifications 
appropriate for the particular age group and cultural pattern can 
occur. For example, marriage should include genital satisfactions 
which are not aim-inhibited or sublimated ; a mother-child twosome 
should include feeding and learning. The partners are also able 
to function effectively and happily in other one-to-one relation- 
ships, or in larger groups, without seriously disturbing the exist- 
ing one-to-one. Further, they are able to evolve the patterns and 
functions of the one-to-one to accord with situational realities. For 
instance, the nature of a mother-child relationship must change 
as the child grows; and some aspects of a marital relationship 
change with successive promotions of a husband who is employed 
by a socially oriented business concern. 

This flexibility, which is needed to change the relationship, may 
well be the most important quality in it. Persistent, rigid adop- 
tion of a role is not only evidence of immaturity but also is inn- 
possible for a functional relationship. A marriage which no longer 
offers sexual gratification, status, companionship, and so on has 
no purpose in being, except as a sacred cow.*’ When the related- 
ness also prevents one or both partners from gratifying normal 
needs, and when it increases negative affects, it becomes a road- 
block to growth, social utility and mental health. Current theo- 
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rists, studying mental illness, especially schizophrenia, are study- 
ing this aspect of the patient’s family. Probably all relationships 
fail to satisfy all appropriate conditions most of the time. Even 
the most self-actualizing and progressive individuals appear to 
spend much time in security measures, and in trying to solve per- 
sonal infantile conflicts and to solve the universal unsolved group 
problems of our culture. Possibly only those twosomes which con- 
stantly prevent gratification and movement can be termed patho- 
logical. 

The writer would like to express his appreciation to Dr. Cath- 
erine L. Bacon who introduced him to the concept of the “gruesome 
twosome” and who helped with development of these ideas. 


SUMMARY 
A common clinical picture of regressive attachment in twosomes 
is described. Relationships involving such attachments are char- 
acterized ‘by regressive needs, inhibition of other object rela- 
tionships, and ambivalence—all of which produce frustrations 
within the relationship itself. Such lack of gratifications tends to 
produce an intense need for separation, which is intermingled with 


separation anxiety. Various types of one-to-one relationships are 
described, and four case histories are presented. The differentia- 
tion between neurotic and non-neurotic one-to-ones is discussed. 


Temple University 
Department of Psychiatry 
Broad and Ontario Streets 
Philadelphia 40, Pa. 
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SCHIZOPHRENIA VERSUS NEUROSIS AND THE USE OF “PREMATURE” 
DEEP INTERPRETATIONS AS CONFRONTATIONS IN CLASSICAL 
ANALYSIS AND IN DIRECT ANALYSIS* 


BY GEORGE DEVEREUX, Ph.D. 


One of the salient features of “direct analysis,” as used in the 
treatment of schizophrenics, is the giving of “deep interpreta- 
tions”: (a) on the basis of the therapist’s own associations and 
insights, rather than on the basis of the patient’s own associations 
and insights; and (b) at a time when, in classical analytic work 
with neuroties, the “deep interpretation” would appear premature, 
and therefore ineffective as interpretation. 

In general, the use of seemingly “premature” deep interpreta- 
tions in the direct analysis of schizophrenics has been justified 
only in terms of the psychopathology of schizophrenia (that is 
in terms of a conceptual model of that psychosis), by implicitly 
postulating that it is nearly impossible to give a premature in- 
terpretation to a schizophrenic, whose defenses and repressions 
have decompensated to a point where even the deepest layers of 
his psyche have ceased to be unconscious. While this thesis is 
certainly tenable in the frame of reference of psychopathology, 
it ean only lead to a very real new problem in terms of the dynam- 
ics of therapy. 


In classical analysis, it is the purpose of interpretations to pro- 
vide the patient with a still unconscious “cloture element.” This 
element structures and completes the disparate and disjointed 
elements of the configuration that he, himself, has already pro- 
duced in the therapy, without realizing that these disparate ele- 
ments are, in fact, components of an unconscious configuration— 
or pattern, Gestalt or complex.’ Since, according to current con- 


’ 


ceptual models of schizophrenia, the “unconscious” of the schizo- 
phrenic is already out in the open, almost in its entirety, it is 
obvious that an interpretation cannot provide any “missing” (un- 
conscious) cloture element, since there is usually none. Hence, 
if “deep interpretations” are of any therapeutic value in the treat- 
ment of schizophrenia, their therapeutic value cannot, by defini- 
tion, be the same as that of interpretations in classical analysis. 

*From the Department of Psychiatry, Temple University School of Medicine, Phil- 
adelphia. 
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One value which such direct deep interpretations do appear to 
possess is that they undermine the schizophrenic’s feeling of isola- 
tion and of not being understood. In making the interpretation, 
the “direct analyst” signifies his understanding of, and fellowship 
with, the patient. He literally forces his way into the patient’s 
“private world,” penetrates and shares its secret and “de-pri- 
vatizes” the secret. This is preparatory to “resocializing’””’ it, as 
a first therapeutic measure. This action, however, is not the chief 
therapeutic function of deep interpretations in the direct analysis 
of schizophrenics, and is not of further concern in the present 
context. 

It is proposed to suggest that direct and deep “interpretations” 
in direct analysis do not function as interpretations in the class- 
ical sense,’ since they do not, and, in terms of existing conceptual 
models of schizophrenia, cannot, provide “missing” (i.e., uncon- 
scious) cloture elements for a Gestalt, all of whose other elements 
have already become conscious. Indeed, this cloture element is 
already “conscious” in schizophrenia, as that disorder is under- 
stood today. It is, therefore, suggested that the “deep interpreta- 
tions” of direct analysis actually function not as interpretations, 
but as confrontations, as confrontations are defined in classical 
analytic technique.’ In other words, these seeming “interpreta- 
tions” do not close a nearly complete Gestalt; like confronta- 
tions, they trigger off—starting from one element of the inferred 
Gestalt, specifically defined by means of the so-called “deep inter- 
pretations”—chains of associations which produce the many other 
missing elements of that Gestalt. Moreover, these needed missing 
elements are precisely those which, in the case of neurotic analy- 
sands, would be the first to emerge through associations. They 
would, since they are closest to consciousness, be the first with 
which the analyst would confront his neurotic patient, and which 
would be first “interpreted” to him. This would be done in order 
to prepare the ground for the moment in which, by means of a 
genuine interpretation, the analyst closes the distorted neurotic 
Gestalt by providing its (completely unconscious) cloture element, 
which reveals its structure and purpose. 

Now, the schizophrenic can, in a perfectly legitimate sense, be 
viewed as a person in whom that which would be the missing (un- 
conscious) cloture element in a neurotic, is nearest to “conscious- 
ness,” while the other elements which would be in, or very near 
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to, the neurotic’s consciousness, are “unconscious.” This thesis is 
fully compatible with an, as yet purely empirical, thesis of direct 
analysis. This is that, with the schizophrenic patient, one must 
proceed from the “deepest” (but in his case conscious) material 
to the “superficial” (but in his case “uneonscious”) material, 
this being, of course, exactly the opposite of the procedure used 
with neurotics in analysis. 


This point is sufficiently complicated to deserve further clarifi- 
cation. Some analogies or allegories may help us grasp the nature 
of the difference between neurotic and schizophrenic more clearly. 


Analogy I: The neurotic knows a riddle, or a joke, but does not 
know the answer to the riddle or the punch line of the joke. The 
schizophrenic knows the answer to the riddle, or the punch line 
of the joke, but has forgotten the riddle itself, or that part of 
the joke which leads up to the punch line. 

Analogy II: The neurotic knows the way, but does not know 
where he is going. The schizophrenic has reached his goal, but 
forgets how he got there, and therefore cannot find his way back 
to his starting point. 

Analogy III: The neurotic is trying to find a way of carrying 
out an order.* The schizophrenic is doing something, but does 
not recall the order which caused him to act in this manner, nor 
even that an order has been given. 

These three analogies are entirely compatible with three gener- 
ally accepted therapeutic principles: 

1. The psychotic, or borderline psychotic, cannot be subjected 
to a classical analysis without preparatory work which strengthens 
the ego and causes a (temporary) re-repression of the psychotic 
material which has invaded the conscious sphere and which, once 
it is re-repressed, will have to be laid bare gradually once more 
—under controlled conditions—in the analysis. 

2. The occurrence of a transitory psychotic break, especially in 
the case of over-rigid obsessive-compulsives, is sometimes benefi- 
cial and facilitates effective treatment. 

3. The purpose of all psychotherapy with schizophrenics—in- 
cluding “direct analysis”—is the reintegration of the ego and the 
re-repression of psychotic material. 

In brief, in a way, the purpose of direct analysis and of other 
forms of psychotherapy with schizophrenics is comparable to the 


*For a discussion of “trauma as a command” see Sperling’s insightful paper.’ 
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attempt to reconstruct the question to which the schizophrenia 
is an answer, or else to solve a problem by taking for “given” 
the “conclusion,” and then proceeding to “discover” the (known) 
starting point. 

Interestingly enough, such problem situations are well known 
in higher mathematics. 

(1) Gauss—except for Poincaré, the only mathematician to be 
hailed as “the prince of mathematicians”’—said somewhere: “I 
have had my answers for a long time now—-the only thing I do 
not know as yet how I will reach them.” 

(2) Abel, a prematurely deceased great mathematician, intro- 
duced into mathematics a new technique of solving problems 
hitherto deemed unsolvable. He invented the method of “invert- 
ing the problem,” by treating the unknown as “known” and treat- 
ing the “known” as the problem to be answered. 

(3) On a much simpler level, one already finds in Euclid the 
technique of proving a difficult point by attempting to demon- 
strate that the opposite of that point is true—and failing. The 
failure to prove the opposite of truth is then accepted as proof 
of the correctness of the point one really seeks to prove.* 

Thus, in a sense, it is the purpose of direct analysis to “de- 
analyze” the schizophrenic, to help repress the psychotic material 
which is out in the open, to reconstruct the riddle from the answer, 
the joke from the punch line, the command (trauma) from the 
act representing compliance, the way back from the nature of 
the point of arrival. The solution is made to yield the information 
as to how it was reached and what the problem was (Gauss) ; the 
taking of the unknown as known must give clues to how one may 
rediscover the truly known (Abel); the proof of the impossibility 
of the opposite of what makes sense must be seen as proving the 
correctness of what does make sense (Euclid). 

These considerations strongly suggest that what (in the classt- 
cal analytic frame of reference) appears to be a “deep interpreta- 
tion” plays in the framework of direct analysis the role of a “con- 
frontation,” triggering off the appearance of the other elements 
of the configuration, which, in a neurotic, would be the first to 
emerge. Confrontation with what would be the (unconscious) elo- 


ture element of a neurotic configuration, but which is out in the 

*This Euclidian technique of proof presupposes the validity of the principle of 
the excluded middle (tertiwm non datur) which has been questioned in modern times 
by some mathematicians. 
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open in the case of the schizophrenic, causes the emergence of 
those elements of the configuration which would emerge first, or 
would even be out in the open, in a neurotic analysand. 


The validity of this thesis can best be demonstrated by means 
of an incident—to be reported in this paper—from the essentially 
classical analysis of a late teen-age delinquent, whose inability to 
associate to a dream caused the analyst to offer a seemingly “deep 
interpretation” in a@ manner which insured that this “deep inter- 
pretation” would be experienced and reacted to by the analysand 
as though it were a confrontation. This method of demonstrating 
the real confrontative functions of seemingly “deep interpreta- 
tions” in direct analysis is entirely legitimate, since one reliable 
way of demonstrating the broad validity of a new theorem or of 
a new technique is to show that it also holds in contexts other than 
those in which it was first formulated or tested. 


Vauipity oF THis TECHNIQUE IN CLASSICAL ANALYSIS 

According to Freud, when the patient is unable to associate to 
his dream, the analyst must sometimes use his own associations, 
in order to understand the latent content of that dream. 

It is proposed to describe briefly a somewhat special way of 
using the technical device recommended by Freud, in order to 
achieve an objective somewhat broader than that of gaining insight 
into any particular dream: The true purpose of this maneuver 
was to help the analysand acquire a general familiarity with free 
associating as a way of expressing himself. 

The attainment of this broader objective required that the ana- 
lyst’s own associations to the patient’s dream be correct and, at 
the same time, “defective” in two ways: 

a. They had to be of a nature which would trigger off in the 
patient his preferential channel of verbalization. In the case of 
this delinquent analysand, who was really fluent only in the ex- 
pression of imprecations and resentments, it was desirable that 
the analyst’s associations should be substantively correct, and 
yet invite repudiation, thus breaking the patient’s verbal “log 
jam.” This, in turn, required that the inherently correct associa- 
tions offered by the analyst should pertain to latent meanings so 
deeply buried in the unconscious that they would be ineffective and 
insignificant as interpretations at this point of the analysis. In 
other words, they had to contain material which would strike the 
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patient as “irrelevant” and would therefore not upset him pre- 
maturely. In brief, in this case, the rule was reversed that one 
should interpret first that which is nearest to the threshold of the 
conscious. What was interpreted instead was so deeply buried 
that its interpretation, at this particular time, was bound to be 
ineffective as an interpretation capable of closing a psychic Ges- 
talt. It operated instead as a confrontation triggering off new 
associations." 

b. While “defective” as interpretations, because they were irrel- 
evant and premature, the associations provided by the analyst 
were, nonetheless, “correct,” so that Glover’s legitimate critique 
of the pseudo-therapeutic effects of false interpretations did not 
apply to them.‘ Indeed, in this case, false interpretations were 
not offered as interpretations, but correct, and yet deliberaiely 
premature—and therefore “incomprehensible’—ones were offered 
as “confrontations.” The use of premature interpretations as 


confrontations is, thus, justified in this particular context by 
Freud’s initially cited recommendations, since, after all, any asso- 
ciation or interpretation provided by the analyst is, strictly speak- 
ing, necessarily a “premature” one: otherwise the patient himself 


could have and would have voiced it himself.* In brief, the writer 
does not feel that he has to defend this particular use of a pre- 
mature interpretation solely by appealing to the rather over- 
elastic adage that “an analyst can do almost anything, as long 
as he knows why he is doing it.” Such an adage, if accepted with- 
out any caveat, would constitute too strong a temptation to “act 
out” one’s own unresolved conflicts in the belief that one knows 
what one is doing. 
CuinicaL Data 

A delinquent analysand in his late teens reported a dream which 
he emphatically designated as a “nightmare.” He dreamed that 
he was looking for some watermelons in a shed and finally saw 
them—and then awakened and found that he was not in bed, but 
was standing on the floor, wrapped in his blankets. This ending 
of a dream in motor activity was characteristic of this patient.° 

Since some of this analysand’s earlier dreams also involved 
looking for someone or something, more or less unidentified, it 
seemed very important to establish what the watermelons repre- 


*By contrast, a deliberately incorrect association provided by the analyst is, in 
the writer’s opinion, always unjustifiable. 
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sented. Unfortunately, questions regarding watermelons only elic- 
ited very vague remarks, most of them of the type, “Oh—you 
know what they are like!” The patient mentioned specifically only 
two details: “They have stripes,” and, “They are shaped like 
seeds.” 

The patient then lapsed into mutism and only grunted when it 
was pointed out to him that something fairly important and anx- 
iety-arousing must be represented by these watermelons, since he, 
himself, had characterized his dream as a nightmare. 

Although the real significance (breast) of the first layer of this 
symbol was rather clear to the analyst, he deemed it important that 
this first layer of signification should be voiced by the patient 
rather than by himself. He therefore offered two peripheral 
“associations :” 

(1) Starting from nightmare—anxiety and fear, and referring to 
the fact that Hallowe’en had occurred only recently, the analyst 
compared watermelons to pumpkin heads, and also mentioned that 
the “stripes” of melons resemble somewhat the ribs or grooves 
of a pumpkin. 

(2) Starting from the “seed” association, provided by the pa- 


tient himself, the watermelons were compared to the gonads. 
It should be stressed here that the writer felt perfectly certain 


9 


that these two “interpretative meanings” were also implicit in, 
and wholly compatible with, the total latent content of the dream. 
At the same time it seemed probable that these peripheral mean- 
ings were so deeply buried that their “interpretation” was bound 
to “fall flat,” and that the need to repudiate these “implausible” 
interpretations would start the flow of speech and of involuntary 
real associations. 

The stratagem succeeded beyond all expectations. The associa- 
tions offered by the analyst were shrugged off, the matter of the 
dream was “dropped,” and the patient began to speak of having 
read, the previous evening, a book in which starving persons were 
looking desperately for food. 

The confrontation offered at this point was: “And so were you 
in a dream—but why did you choose to look precisely for water- 
melons?” This question startled the analysand a great deal, so 
that, instead of continuing to show “no interest” (?) in what the 
watermelons meant, he appeared to be genuinely baffled by the 
problem of the real meaning of watermelons. He was therefore 
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asked whether he had ever experienced really terrible hunger. In 
reply the analysand briefly reported that once, when out hunting, 
he had walked a long distance in order to reach his cabin where 
he had stored some food, only to discover that the cabin was com- 
pletely buried under the snow, so that he had to trek back in the 
opposite direction for many miles in order to get food. He then 
began to discuss his agonizing experiences of thirst with even 
more feeling than he had spoken of hunger. 

Since time was running short, and it was apparent that much 
affect had been mobilized, it seemed inexpedient to leave the pa- 
tient at the end of the hour with a “hot penny.” The analyst there- 
fore pulled together the clues: Hunger=thirst, disappointed expec- 
tations, “seeds” and “stripes,” integrated these data with the shape 
and juiciness of watermelons, which (like milk) appease both 
hunger and thirst, and referred in passing to the agonizing pangs 
of hunger (and thirst) experienced by babies. The analysand 
promptly interrupted these remarks by stating that he knew a lot 
about that since he, himself, had often fed crying babies. 

At this point, the interpretation was offered that, in his dream, 
he had been looking in an agony of anxiety for the food, drink, 
life and love-giving breast which—as his anamnesis indicated— he 
had never experienced. The identity of food and love was defined 
and his repeatedly and angrily voiced sense of being unloved and 
rejected was stressed. He was also reminded that—feeling un- 
loved—he had often declared that he wished at least to be feared, 
and that he liked to exact a kind of a “war tribute” from those 
who did not love him. 

The results were, to say the least, startling. This youth, who 
prided himself on being “tough” and who could voice rage but not 
grief, poured out, in a veritable torrent, painful memories of 
slights and rejections. His voice shook as the material came tumb- 
ling out: memories of aches, resentments, rages and even of the 
feeling of utter “idiocy” when, after some unjust treatment at 
the hands of his family, he went out and “banged away” with 
his gun at a neighboring farmer’s ducks until all of them were 
dead, and then proceeded to blast even dragonflies to smithereens. 
“It was idiotic—I felt like an idiot—but I did it.” 

The analyst said: “And, of course, every pull of the trigger said: 
‘Take that Mom; that is for you Aunt Jenny...’” “Of course!” 
the analysand replied, in a voice that expressed surprise that the 
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analyst should even bother to say something so obvious. He then 
added that, even though he wished to become a surgeon, he dreaded 
the prospect that he might eventually be called upon to render 
professional services to his family: “I simply could not do it!” 


After the analysand had elaborated on this topic for some time, 
the analyst remarked that, despite his objectively justified feel- 
ings of hostility, he must feel guilty about them, since, immediately 
after stating that he had slain ducks as substitutes for his family, 
he again told the analyst that he wished to become a surgeon, 1.e., 
a specialist in the therapeutic “wounding” of people. This con- 
frontation was followed up by a brief description of the dynamics 
of the surgeon’s sublimation. 

After declaring that he fully accepted these explanations, the 
analysand suddenly began to discuss his sickly great-aunt, who 
was much poorer than the rest of the family: “She does not give 
me presents, because she can’t. But she sits and talks with me and 
gives me good and loving advice.” The analyst commented: “You 
seem to tell me that if you get love, you do not feel the need to 
exact tribute as a substitute for it.” 

This interpretation was also accepted; and, during the final 
minutes of the hour, this supposedly “tough” delinquent spoke of 
his poor and sick great-aunt with a truly moving tenderness, wholly 
devoid of any trace of a psychopath’s characteristically sloppy and 
insincere sentimentality. 


CoNCLUSION 

An analysand unable to associate to a nightmare was offered 
the analyst’s associations to it, which, while “correct,” would have 
been “premature” as interpretations under ordinary conditions. 
They were, however, offered as “confrontations.” His need to re- 
ject them obliged him to speak, while their seeming “inappro- 
priateness” helped him to stumble upon the associations which led 
to the layer of the latent meaning of this nightmare that was 
closest to consciousness. As a result, for the first time in six 
months of psychotherapy followed by two months of analysis— 
for which the therapy was a preparation—he showed deep affect, 
discarded the mask of toughness after recognizing that it con- 
cealed a bitter and aching sense of being lonely and unloved and 
was able to recognize the compulsive quality of his counter-aggres- 
sions which helped him to deny his need to love and be loved. In 
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addition, perhaps for the first time in his life, he felt free to admit 
his capacity for tenderness, his gratitude for the love which had 
been given to him by his poor and ailing great-aunt, and to admit 
his own love for her as well. 

This important gain was achieved by offering to the analysand 
certain “deep” material of a type ordinarily found only in inter- 
pretations, but in a manner which insured that it would function 
as a confrontation. In other words, the “deep” material did not 
close a Gestalt, but triggered off associations which eventually 
formed a new Gestalt. Hence, no matter how seemingly “deep” 
the material offered to the patient actually was, its presentation 
was “timely,” according to the rule that confrontations triggering 
off the production of a Gestalt must precede interpretations which 
provide the cloture element of an already almost completely pro- 
duced Gestalt. 

The question arises whether this procedure is compatible also 
with the rule that one must proceed from that which is closest to 
consciousness to that which is most deeply buried in the uncon- 
scious. It is suggested that a therapeutic intervention which func- 
tions as a confrontation and not as an interpretation, which enables 
the patient to go somewhere, instead of stopping him in his tracks 
the way a real interpretation does, actually addresses itself to, 
and is in fact answered by, those layers of the psyche which 
are nearest to consciousness. Hence, no matter how “deep” its 
content may seem, the intervention discussed in this paper was 
actually in complete harmony with the spirit of the classical rule 
just cited. Moreover, it is quite certain that in the analysis of ordi- 
nary symptom and character neuroses confrontations will not— 
as a rule—call for the early use of seemingly “deep” material, 
even as confrontations. The use of “deep” material for purposes 
of confrontation is, in general, necessary only in the analysis of 
perverts, addicts, delinquents and psychotics. 

These considerations raise in turn some questions as to the 
meaning of “depth” per se. Generally speaking, it is customary 
to consider as “deep” a therapeutic intervention which demon- 
strably pertains to irrational material and which, in the average 
person, and in the ordinary American or European symptom- 
neurotic or character-neurotic, is likely to arouse considerable 
anxiety. 
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The point to be made in this context is that material deeply 


buried in one person may be out in the open in another person. 
Thus, the writer has shown that it was possible to interpret to a 
Plains Indian cowboy—accustomed to ecastrating livestock—his 
own castration anxieties rather early in therapy, whereas it was 
not possible, in the course of a relatively brief therapy, to do more 
than hint at his fears and relative cowardice, because these latter 
traits were wholly incompatible with his “heroic self-definition” 
as a Plains Indian warrior. Needless to say, exactly the opposite 
procedure would have had to be followed in the case of a mild 
American clerk or business man: His lack of valor could have 
been interpreted to him fairly early in the therapy, whereas his 
-astration anxieties would not have been interpreted until fairly 
late in the game.*® 

These data indicate that we are sometimes overly hasty in 
assuming that it is possible to decide a priori that certain material, 
X, is “deep” and certain other material, Y, is “superficial.” The 
writer holds that such a priori distinctions not only cannot be 
made, but are not even necessary, since there exists a perfectly 
sound means whereby the “depth” or the “innocuous superficial- 
ity” of a given type of material can be determined operationally : 
Material which can be used for purposes of confrontation in the 
ease of a given patient is not “deep” in the technical sense, where- 
as material which, in this same case, can only be used for pur- 
poses of interpretation, is technically definitely “deep—no matter 
how “superficial” it may be for another patient. The mere tend- 
ency to confuse the “irrational” and the “id-syntonic” with the 
“deeply repressed” is, thus, nothing more than a reflection of one’s 
own wholly unwarranted® fear of the unconscious.* 

This insight leads, in turn, directly to the problem of the “layer- 
ing” of material in the psyche of the schizophrenic. It is the 
writer’s thesis that in the schizophrenic that which is most deeply 
buried in the normal and in the ordinary symptom-neurotiec or 
character-neurotic, is actually often out in the open, whereas that 
which is conscious (and rational) in the normal is often very 
deeply repressed. Hence, in the treatment of schizophrenia, the 
type of therapeutic intervention which, because of its content, 
would ordinarily be considered as a “deep interpretation” is, in 

*Nothing said herein above should be interpreted as encouraging “wild interpreta- 
tions” of any kind and in any context. 
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fact, actually a relatively superficial confrontation, because of the 
manner in which—using the psyche of the normal as a standard 
—the layers of the schizophrenic’s psychic content are turned up- 
side down. These findings force upon us the conclusion that the 
seemingly “deep interpretations” usual in direct analysis are 
actually mere confrontations, and are effective precisely for that 
reason, in accordance with the two classical analytic rules which 
postulate that: 


1. Confrontations must precede interpretations.’ 


2. One must interpret first that which is nearest to the conscious, 
even where—as in schizophrenia, and sometimes also in perver- 
sion, addictions and delinqueney—that which is usually the “bot- 
tom of the (psychic) barrel” happens to be on the top. Not the 
amount of anxiety which a given type of material mobilizes in the 
analyst, but the amount of anxiety which it mobilizes in the patient 
determines whether an intervention is genuinely, or only conven- 
tionally and spuriously, “overdeep” and “premature.” A failure 
to see this point may explain why the analysis of perverts, addicts, 
delinquents and borderline psychotics often fails to achieve satis- 
factory results. All this is—or should be—self-evident to anyone 
who views classical psychoanalytic technique as an inevitable 
corollary of systematic psychoanalytic theory, and not simply as 
an empirical “bag of tricks” sanctioned by long usage, which does 
not have to be constantly recorrelated with basie psychoanalytic 


theory. 


200 East End Avenue 
New York 28, N. Y. 
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MUSIC THERAPY WITH PSYCHOTIC CHILDREN 


BY RUDOLF DREIKURS, M.D. 


One of the first to indicate the possibility of a therapeutic appli- 
cation of musie with schizophrenic children was Sherwin.’ Music 
is a medium which ean be used with considerable advantage in 
the treatment of patients who otherwise are difficult to reach, like 
schizophrenics of any age, and extremely disturbed children, be 
they psychotic or not. It is possible to explore and to define vari- 
ous elements of musical activities in their therapeutic potential. 


The strongest dynamic factor in music therapy is the element 
of nonverbal communication. This probably explains its emotional 
significance and its influence on interpersonal relationships (Drei- 
kurs?). Where verbal communication has ceased, as in the case of 
schizophrenics, music can still establish communication. It does 
not induce the antagonism so often created by words. Communica- 
tion through music does not provoke defense mechanisms. It 
eliminates all reference to areas of friction, which are inevitably 
touched as soon as words are used. Music links and does not divide. 
The effect of music lies in its subtlety, circumventing the disdain- 
ful and usually verbal expressions in which the pressure of society 
and its order have been experienced by the patient. The psychotic 
patient who does not communicate and does not share the com- 
mon sense and logie of the people around him, enters the world 
of the others with music, whether he listens passively, plays a 
piece he has learned or participates in a rhythm band. Eventually, 
music may even evoke verbal communication, as Michel* reported. 
Crocker* found that improvization led to verbalization of trau- 
matie and disturbing material which at first could be “discussed” 
only through musie. 

The social character of music makes its effects most obvious if 
it is used as a group medium. Listening together is more than 
responding to the communication inherent in music. The listener 
becomes a member of equal status in the group of people, who all 
participate in the same experience. Group listening requires a 
minimum of activity, and, therefore, is within reach of even very 
withdrawn patients, adults and children alike. It is obvious that 
active participation has an even greater therapeutic effect. It 
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stimulates a greater degree of social interest, a feeling of belong- 
ing, a willingness to co-operate with others. 

Aggressive children cannot be easily drawn into a group until 
some therapeutic progress has been achieved in individual sessions. 
Music is not only an expression of communication, an instrument 
of group feelings and group actions, it is also characterized by an 
inner order. This order is established by rhythm and by harmony. 
It is this quality of a natural order, characteristic of every musical 
activity, which probably explains music’s beneficial effects on 
aggressive children (Dreikurs’). 

The source of human aggression is its direction against pres- 
sure; the aggressive force within the child is mobilized against 
what he considers the foree of others. Behind the adults, against 
whom the child’s aggression is usually directed, lies the order of 
society. An aggressive child is not willing to aecept order; for 
him, that would mean “submission.” The order of social living and 
of reality appears to psychotic children to be a threatening 
imposition. They have no realization that they, too, benefit from 
order. Every corrective measure, if successful, implies an altera- 
tion in the child’s misconception of order and an increase in his 


willingness and ability to accept it, voluntarily and without resent- 
ment. 


In this regard, music reveals its unique therapeutic potential. 
It can turn the child’s delight in making noise, which has been his 
form of being unruly, into an orderly activity. “Banging away,” 
a very appealing activity for such a child, can be directed into 
useful co-operative channels. This is most easily achieved in a 
rhythm band; but it can equally be arranged in individual sessions, 
through repeated and changing patterns or through creative ex- 
pressions. Without becoming aware of it, the child in this activity 
uses his aggressive tendencies for co-operative purposes. 

A basic element in all therapeutic efforts, including musie ther- 
apy, is the relationship between the child and the therapist. Unless 
the therapist can induce some co-operative inclination in the child, 
she cannot proceed even to the most primitive co-ordinated acti- 
vities. And some very disturbed children have not learned to be 
co-operative with anyone. Most music therapists find it relatively 
easy to win a child’s co-operation. They are trained not to press, 
and—if pressure has to be exerted—to do it rather with action 
than with words. They have additional inducements to offer. 
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There is the curiosity stimulated by the many new musical in- 
struments; there is the pleasant atmosphere created by music; and 
there is the temptation to make noise and to “express” hostility. 
However, the music therapist will be effective with a psychotic 
child only if she is aware of the child’s need to be treated with firm- 
ness. This firm approach requires considerable training, since it 
precludes—as said before—any overt and, even more, any aggres- 
sive pressure. How to be firm without pressing is a technique which 
not only the music therapist needs to master but which the parents 
of psychotic children must acquire also. 

In the following pages, some more specific techniques will be 
described. They were developed with two music therapists, first 
with Dorothy B. Crocker, previously reported in detail® and then 
with Georgia Greaven in Chicago." 

A psychotic child who ordinarily exhibits little or no appropriate 
emotional response is exposed to pieces of musie (generally re- 
corded) which match as nearly as possible his prevailing mood; 
then, gradually, the mood of the music is altered in a desired 
direction. The depressed child likes quiet music and responds more 
easily to it. The therapist, beginning at this level, gradually in- 
creases the tempo and excitement; by so doing she induces a cor- 
responding mood-change in the child, often relieving the depres- 
sion. The mood may be changed in the opposite direction, begin- 
ning with a piece paralleling in rhythm and general mood the 
excitement of the child, and then moving toward more flowing 
rhythm and appealing melodic line. The rhythm becomes less 
insistent, as the recordings are changed. It is possible in this way 
to establish a quiet relaxed mood, particularly when a whole group 
of children is exposed to such changes, since the individual child 
then is affected by the mood of the others. The same change in 

Dorothy B. Crocker, one of the outstanding music therapists in the United States 
und the past president of the National Association for Music Therapy, was the 
first music therapist to whom the writer had referred private cases of psychotic child- 
ren. Communication with her about her work was mostly by mail and less frequently 
in person since she lives in Dallas, Texas. Georgia Greaven, on the other hand, works 
closely with the writer, since she is the music therapist for the Community Child 
Guidance Centers in Chicago. The procedure usually followed is that the writer 
refers children to her whose parents have come for private consultation and have been 
counseled in regard to their attitudes and approaches to their children. Both parents 
and music therapists come for periodic appointments, either monthly or bi-monthly, 
for a discussion of the progress of the children and further planning. On these occa- 
sions, the music therapist gives her report of her sessions, and specific recommenda- 
tions evolve, both for the parents: and the music therapist. 
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mood can be obtained through the use of the rhythm band. If the 
child is excited, he is met at his own level by a more exciting type 
of rhythm, and is led gradually to calmer moods. In this way, he 
ean be diverted in his effort to get the therapist’s attention through 
bizarre behavior; he becomes part of a functioning order, and can 
integrate himself into a group instead of contrasting with it. 

Dorothy Crocker reports on the way that important information 
can be obtained from children by letting them draw during the 
playing of music. Different moods in music yield characteristic 
effects in the drawing, characteristic for each child and his psy- 
chopathology. Improvized music is particualrly suited to meet the 
emotional needs of the psychotic child and to increase communica- 
tion. It ean often break the barrier which he has consciously or 
unconsciously set around his inner self. A very definite technique 
is used for soliciting responses from the child. Other people or 
the child himself, can be “played” on the piano, and then discussed 
verbally. 

The therapist can also play what the child instructs him to play, 
by giving impressions of people or describing emotions which the 
therapist then expresses in music. The story elicited by the music 
is written down as the child dictates. In this way, talking about 
and to musie¢ stimulates the child’s communication. The child tells 
stories about himself and about members of his family, which 
are played in music, according to the child’s remarks, and are 
afterward discussed. Sometimes the child may sing a phrase or 
choose a group of notes which represents someone, perhaps his 
mother. Then the therapist uses this phrase, whenever the mother’s 
name is mentioned. Explaining to the child that there is no right 
or wrong story nearly always removes the child’s fear of making 
a mistake and avoids a testing situation. The stories, stimulated 
by music, often provide new clues for an understanding and for 
further therapeutic procedures. They often reveal the kind of 
problem with which the child feels confronted. One may assume 
that—as music stimulates imagery and fantasy—musically-induced 
stories may be free associations. However, they are under much 
closer control of the ego. They reveal what the child really thinks, 
his concept of himself and the world around him. This informa- 
tion can be obtained in children who do not respond at all to any 
direct verbal approach. In this way, the music therapist can com- 
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municate important information to the psychiatrist and receive 
suggestions and advice about further procedures. 

Even children who at the beginning do not react favorably to 
this approach, may eventually respond. If the child says nothing 
to an improvisation, the therapist merely plays in a pronounced 
mood and asks the child to say something. This interaction, arous- 
ing interest on the part of the child, may often break the pattern 
of continued bizarre behavior. Listening to music, particularly if 
it is played in accordance with the observed swing of mood, fo- 
cuses the child’s attention without interfering with his disturbed 
thoughts—rather channeling them, and thereby making them part 
of a meaningful interaction. In some way, music makes the child’s 
world of unreality part of reality. It bridges the gap between 
illogical fantasy aml psychological reality. The child’s fears, ten- 
sions, anxieties and hostilities can be expressed in a socially 
acceptable manner. Instead of withdrawal and fantasy life, be- 
cause of the conflict of the fantasies with the social demands of 
reality, music promotes communication, stimulates expression 
without fear of censorship. The child is drawn into communica- 
tion and participation on the one hand, and to an orderly inter- 
action on the other. 


Georgia Greaven has worked with a number of psychotic chil- 
dren who previously had shown no response to any therapeutic 
effort. Some of the decisive steps in changing the child’s behavior 
and establishing—for the first time in the child’s life—a positive 
personal relationship will be described. 


Case 1 

Mickey, aged five, was not interested in people, could hardly 
speak, and acted strangely, often pulling his hat over his face, 
covering his eyes and walking around as though he could not see. 
He had no sustained interest in anything except staring at inani- 
mate objects, little boxes, toys, ete. Although he said his first 
words at a year and a half, he stopped talking after two and began 
again to say a few words at three, repeating the same words for 
a few days and then using others in the same way. At four, he 
said whole sentences, but only very rarely. He was not aggressive 
and did not get into mischief, but did not show any initiative. 

At the first musie therapy session, the therapist was unable to 
make any contact with him, and Mickey indicated no interest 
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either in various instruments, or in such activities as singing and 
dancing. The same thing happened at the second session, where 
he occupied himself with compulsive movements, tapping an object 
with one hand on the other, chanting a peculiar two-syllable sound 
(“gee-wee”), and tripping from one foot to the other in a syn- 
copated step. After that he ran from wall to wall without seem- 
ing to be aware of anything or anybody. When tired, he sat down, 
dejected, passive, with his head lowered. 

In the third session, the music program was structured around 
his compulsions. The therapist imitated his rhythm of tapping 
and tripping—without an instrument. At first Mickey paid no 
attention, but suddenly he began to follow the therapist around 
the room. In subsequent sessions, the therapist used bongo drums, 
first to the beat of Mickey’s hand-tapping, then suddenly to the 
beat of his tripping. For the first time, he disrupted his compul- 
sive actions and paid full attention to the therapist—to return 
soon to his customary behavior. 


During the following sessions, the therapist began to change the 
hand-tapping rhythm slightly, increasing in tempo and intensity. 
Mickey noticed, paused, continued on his own tempo, but before 


long accelerated also and looked. pleased. But when the therapist 
tried to change his foot rhythm, he blocked and returned to his 
isolation. The therapist began to tap the rhythm occasionally on 
Mickey’s arm and back; and he no longer recoiled as before, but 
gave an occasional smile at such touches. When the therapist 
added his “gee-wee” sound and accelerated it, he smiled and appar- 
ently thought it was fun. Both hand and foot rhythms and sounds 
were now used for different rhythms introduced by the therapist, 
and Mickey waited, listened, and smiled, sometimes following suit, 
sometimes returning to his own rhythm. He no longer was distant 
all of the time. Their play with the rhythm was sometimes in 
unison and then antiphonal. 

The therapist added Mickey’s name to the “gee-wee” sound, and 
Mickey laughed. He interrupted his tapping and foot work, waited 
for his name and then chanted in unison with the therapist’s chant- 
ing of the sound. Eventually, Mickey began to use the drum, tam- 
bourines and castanets for the tapping rhythm, and he and the 
therapist traded instruments. Then they began to go arm in arm, 
tapping, dancing and chanting. The tapping rhythm was then used 
with crayons on paper, with clay on the table, in stringing beads, 
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in tapping the needle through the beads and on sewing cards 
through the sewing holes. As they tapped their fingers on books 
and pictures, they identified the objects. With plastic numbers, 
they tapped out each number shown in print. They selected colors 
by pointing at them with the tapping fingers. But when Mickey 
got upset or restless the therapist followed him back to the 
original compulsive activity. The therapist changed the meaning- 
less sound into the word “we.” Together, they tapped the objects 
in the room, now accentuating “we.” Mickey reached out for the 
therapist’s hands and they frequently danced together, holding 
hands, chanting, jumping, skipping, running. 

Mickey still ignored the therapist when entering the room, but 
soon touched her outstretched hand and then later reached for it. 
In the thirteenth session, he climbed on her lap and put his head 
on her shoulder. The therapist began to chant the same sounds 
to the tunes of nursery rhymes, and then replaced the “gee-wee” 
with words referring to Mickey’s activities. While dancing to 
phonograph musie they turned, left, right, saying aloud what they 
were doing—jumping up, down, across—which led to other activi- 
ties with background music, like writing, counting, ball playing 
and catching. 

At this point, Mickey was introduced to a group of similar child- 
ren. He first resorted to his compulsion when disturbed and dis- 
couraged, but soon joined in singing, in the rhythm band, and in 
games. During this period, he clearly verbalized at least 50 differ- 
ent words, but never on demand, only during moments of elation 
or satisfaction. The therapist could maintain a warm, friendly 
and accepting attitude and, at the same time avoid euddling, at- 
tachment and dependence. 


Case 2 

Bobby, also aged five, was aggressive—screaming, hitting and 
kicking. In the first session, he ignored the instruments, screamed, 
kicked the doors and the walls. The therapist sat quietly, looking 
out of the window. Bobby stole a glance at her, then intensified 
his volume. The therapist took a big bongo drum, played it softly 
at first, then overtook Bobby in volume and tempo. Bobby stopped, 
in a furious red-faced rage. The therapist said sweetly, “This 
time, louder and faster, Bobby.” Bobby sat down on a chair, his 
head down, tense and depressed. After a silent pause, the thera- 
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pist hummed a nursery rhyme. Its effect was quiet and calming. 
Bobby stood up, went to the farthest corner of the room, and, with 
his back to the therapist, swayed from leg to leg in perfect rhythm 
to her singing. She continued the same melody with the text, 
“Bobby is a fine big boy,” over and over, with Bobby swaying in 
rhythm. Finally he turned around, smiled at the therapist and ran 
over to her. This had taken 50 minutes. They played another 
song on the phonograph, he jumping up and down with delight, 
and both singing the chorus together. 

At the second session, Bobby again screamed at the sight of the 
therapist, this time in another room. He ran to the old room, 
screaming, and the therapist waited for 20 minutes before he came 
and joined her. He sereamed and kicked, and tried to throw a 
record out of the window. The therapist used the same nursery 
song, Mary Had a Little Lamb, but this time playing it softly on 
a record-player. Bobby had to stop yelling in order to hear it, and 
then—spontaneously—sang the song with, “Bobby is a Fine Big 
Boy.” Both continued singing and playing together, over and over 
again. The boy was delighted, and both added the line, “Bobby 
came down town,” to the same tune. He looked happy, although 
from time to time he ran to the doors screaming and then hurried 
back. 

During the following sessions, the therapist deliberately 
thwarted Bobby’s compulsive expectations, by using the same room 
when he expected another and vice versa. She did the same with 
changing the musie procedure. This upset his repetition compul- 
sions. He shrieked each time in panic, ‘‘What’s the matter?” and 
the therapist repeated his, ‘What’s the matter?” as a recitative 
and then added, “Nothing,” with her voice going up in a happy 
way. Then she chanted the old beloved chant, “Bobby is a fine 
big boy,” and before long he joined in, “What’s the matter— 
nothing—Bobby is a fine big boy,” singing in a happy voice. Every- 
thing that Bobby accomplished was added to the chant, and he 
‘obviously looked happier and was more relaxed. 

The first verbal communication occurred while beating the bongo 
drums. At first Bobby only repeated the therapist’s last words, 
but gradually he started to express himself about food. They used 
new musical tunes to sing about foods, menu-planning, what he 
liked to eat and what went well together. At first, he was unable 
to make a choice. So they carried over to situations indicating 
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possible choices. Since Bobby repeated the last words of the thera- 
pist, she frustrated him by making the undesirable things the last 
words. Then Bobby shifted to the next to the last word, and 
gradually made a choice. 

The chants became more elaborate. Folk music songs were used 
with words about the things that “big boys can do,” such as going 
down town, going out to lunch, and going to school, and all the 
things that babies do and eannot do. (Bobby had a brother, one 
year old.) He did not use pronouns, starting sentences only with 
his own name, so the therapist chanted the proper pronouns to 
him; and, without realizing it, Bobby began to use them. His 
musical taste alternated between the primitive chanting and rather 
sophisticated music. He learned folk songs and songs from mus- 
icals. The music and rhythm were used to accompany drawing, 
cutting out, tying knots, and playing with blocks and clay. Bobby 
is now beginning to participate in a group. 


Case 3 

Stephan, a 14-year-old boy, was unwilling to speak with any- 
one except his family. His mother was completely defeated. He 
had stopped talking to outsiders and was considered feebleminded. 
At the age of seven, he had for a short time begun speaking and 
singing in school; but, as suddenly as he had begun, he withdrew 
again. He was stubborn, lost his temper, did not play, never worked 
at anything. He had been under psychiatric care for years with- 
out any results. Soon after coming to the child guidance centers 
for help, Stephan and his mother were referred to music therapy. 


When he came for the first session, there was background music 
of folk songs. He appeared limp, droopy, slow-moving, except for 
the excitement shown in his eyes. He carefully examined all the 
instruments, went from one to the other, touching them, but was 
unable to choose one. He finally came to the therapist and acted 
out that she should pick one. His excitement increased. She put 
another record on, and he sat back in the chair and listened in- 
tently. 

The therapist structured the music on the basis of his passivity. 
She started with passive listening, avoided doing things for him, 
but praised and encouraged him. In the second session, she asked 
him whether he would like to draw while listening. He made faint 
“two-year-old” scrawls on the paper. The music was changed from 
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sedative to exciting—to calypso. The therapist picked up castanets 
and started dancing. He still sat, but imitated her movements. 
The therapist got behind him and propelled him by using rhythm 
instruments on his rear. At last he started moving. They began 
with an autoharp, Stephan accompanying the therapist’s singing. 
Then she stopped singing, saying that she didn’t know his favorite. 
“Tsn’t that a pity!” 

This is the outline of two months’ activities, after which the 
boy’s speech returned. While encouraging him through praise, 
the therapist frustrated him constantly by ignoring his unwilling- 
ness to talk. She addressed questions to him as if she had for- 
gotten that he didn’t speak. After two months, he played the 
rhythm instruments with better rhythms and much more energy. 
He showed preference for certain pieces, and for the first time 
made a sound on a kazoo. He immediately dropped the instrument 
as if surprised at his own courage. Later he blew several times 
on a harmonica and then dropped it also. He made musical por- 
traits on the bongo drums, describing moods, places, animals. In 
this way, he and the therapist began conversations between them- 
selves on the bongo drums. Using musical background, they started 


acting out situations; going to the psychiatrist, preparing to come 
down town alone, meeting new people, the therapist changing the 
drum beats in accordance with the words, Stephan responding with 
his own rhythm. They played duets together on the recorder and 
listened to modern music, about which the boy drew pictures which 
suddenly became rather mature. 


The therapist continued to frustrate Stephan by sometimes “not 
understanding” pantomimes or drawings. He tried to scrawl his 
communications; but the therapist accelerated her tempo of speak- 
ing, so that writing became impossible, and he threw his pencil 
and paper to the floor in frustration. Once, after two months, he 
was unable to plug in the phonograph because he needed to stand 
on the chair on which the therapist was sitting. She “did not 
understand” when he first tried to pantomime and then to push her 
gently off the chair. Then he bent to the therapist’s ear and began 
to grunt, until after about 20 minutes of grunting he said, “Get 
up,” in a whisper. After this experience, he always wanted to go 
back to the practice room where this had occurred. He began to 
talk in whispers. Once the therapist played on the piano, acting 
out a scene of being trapped in a burning building. He had to 
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shout for help. Then he was to be furious because somebody had 
hit him, and he had to yell, “Seram.” In the beginning he whispered 
both times, but finally he yelled. From that time on they played 
--with music—all kinds of experiences, taking a trip on the bus, 
buying tickets, buying various things. He began to sing louder 
and louder, and talked audibly, with his favorite music background, 
about his dreams, his daydreams, his loneliness and his fears. He 
felt that no one at school liked him because he was “dumb.” He 
was ashamed of his puny, weak body. 

Finally, Stephan was introduced into a group of younger psy- 
chotie children, where he began to direct them and to teach them 
in their music therapy activities. In school, he began to function 
on a higher level. 


EVALUATION OF THE THERAPEUTIC ACTIVITIES 

It is impossible, because of limited space, to analyze and evaluate 
the various activities of the musie therapist. Definite psycholog- 
ical principles underlie each step. Perhaps most important is the 
utilization of the pressure of the situation, a technique which the 
writer calls “natural consequences.” Against the expectation of 
those who may consider any pressure on such children to be harm- 
ful, the children responded well to such situational pressures, prob- 
ably because of the absence of verbal expressions. This distinction 
between verbal pressure and natural consequences is exceedingly 
important in the training of all children, but even more needed 
in dealing with psychotic children. 

The corrective influence of reality comes almost automatically 
into play if the therapist resists passively the child’s mistaken 
approaches. In order to do so, she must be able to recognize his 
goals and know how to cope with them. The four goals which the 
writer® has described as underlying the disturbing actions of a 
child are: (1) the demand for undue attention and service; (2) 
the power struggle to defeat or overpower the adult; (3) the de- 
sire to hurt, as revenge for actual or imagined abuse; and (4) the 
flaunting of actual or assumed deficiencies to avoid another failure. 
These four goals are found in psychotic, as well as in other child- 
ren. They can be recognized in the cases presented here. 

The necessary passive resistance of the therapist naturally 
implies her ability to react to the child’s suspicion, hostility or 
aggression, witli interest, understanding, and lack of condemna- 
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tion or censorship, but without yielding. In this way, the therapist 
exposes the child to new experiences in human relationships, con- 
ducive to better relationships with all. 

Significant in some of the approaches described, was the tech- 
nique of accepting the child’s faulty behavior patterns as the basis 
for progress, entering into his private logic, swinging in tune with 
his actions, thoughts and feelings, and eventually redirecting them. 

These cases are only samples of the work done by the music 
therapists working with the writer’s patients. This work brought 
results where other approaches had failed. It seems that the pleas- 
ant experience with music, often merely in the background, stim- 
wlates participation, permits an increase in the child’s attention 
span, and raises his frustration level. External and internal ten- 
sions disappear, as reality becomes more pleasant and less threat 
ening. The demands for participation are so subtle that they are 
not resented or defied. 

In this sense, musie therapy may in many cases be the method 
of choice, the only method which has proved its efficacy in reach- 
ing certain children. Most important is the fact that this can he 
achieved with a few sessions a week, so that institutionalization 
no longer appears mandatory, unless the child is too destructive 
to remain at home. But, even with such aggressive children, it 


often possible, through firmness and stimulation by musie therapy, 
to achieve sufficient improvement so that the child ean continue 
in his natural setting. 


Music therapy is still relatively young. Many new approaches 
and techniques will probably evolve in the process of exploration, 
experimentation and scientific evaluation of the results. The ex- 
periences gathered in working with the most difficult cases will 
undoubtedly provide new insight into the corrective potential of 
musi¢ in general. 


6 North Michigan Avenue 
Chicago 2, Illinois 
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PANIC 


It was the first day at the factory—the new hope, but 

He hated the man’s body. The thickness of it—the sweatness 
of it—the apeness of it. 

Resentfully fixed, his eyes studied the white lengths of his 
own blue-veined arms and fingers. 

In the clutched seclusion of his lunch hour there was watching. 

The taunts were pranks; the pranks were taunts. 

The cold shivered up his back; his stomach air-pocketed down ; 
his hands wept. 


The blooded puff of his lips bulged over his teeth; the 
abrasions sleeted his cheeks; the blackness shut out the shame. 


The job was over. The outside, living, walked to bed and board. 


Images refilled the factory area; the blue veins now a purple 
fury; the hairy arms a textile fragment; the faces tortured 


twins. 
Joseph Robert Cowen, M.D. 


16 East Biddle Street 
Baltimore, Maryland 





EDITORIAL COMMENT 


EINE KLEINE NICHT MUSIK 

People do not snicker so sibilantly now when the word “psy- 
chiatrist” is breathed (although the public antics of the psychi- 
atrist are still providing ample material for the newspaper car- 
toonists). 

Even in the medical society and in the hospital staff meeting, 
the psychiatrist is receiving some deference. Mayhap his increas- 
ing use of drugs has made him more acceptable medically. There 
is even some envy of his income—if he practises privately. 

3ut the lot of the hospital psychiatrist is still a sad one and 
the supply is rapidly running out. Very rarely do proper can- 
didates present themselves these days. Most hospital staffs have 
very few licensed members, educated in American medical colleges 
and able to speak English fluently with colleagues, patients and 
relatives. 

In a discussion of this problem almost 40 years ago Owen 
Copp’ said that two prerequisites obtained: 1. Intimate contact 
of the student and young graduate in medicine with the best 
expression of medical and scientific ideals in modern psychiatry. 
2. Assurance of a satisfying career in the average mental hospi- 


tal. “The realities of subsequent experience in such hospitals must 
confirm the first impressions and deepen the interest acquired 
in the university psychiatric clinice—and insure a life career- 
with certainty of sufficient pecuniary reward, professional and 
social recognition.” 


In large measure, we have all failed miserably in all of this. 

The hospital is merely a reflection of its director. Copp went 
on to maintain that the director too should have equal capability 
and opportunity for development, and equal incentive, reward and 
assurance of a satisfying life career, being freed to maintain his 
primacy in the medieal functions of the hospital, freed from rou- 
tine, being able to organize every detail under a competent head 
of department and to give personal attention only to exceptional 
and new situations. 

Copp asked also whether isolation had not retarded progress 
in mental medicine. 
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After many weary years, the factor of isolation was recognized 
in New York State when instead of placing a state hospital or 
a state school in the center of a sandy desert, well out of view of 
the community, sites were selected in 1954 within the Borough of 
the Bronx and within a dozen miles of the University of Buffalo. 
Such places, of course, will guarantee easy access to a metro- 
politan area, close contact with the universities for continued pro- 
fessional training, and frequent cross-fertilization with respect to 
expert consultation and the furtherance of research. The auto- 
mobile has also helped us in all phases of this matter which has 
another positive side, earlier set forth editorially here.? The hos- 
pital on the edge of town with ample campus provides a salutary 
change of air, scene and company. 

Regular high-level instruction in psychiatry and neurology was 
instituted in 1904, at the Psychiatric Institute at Manhattan State 
Hospital, for medical officers of the hospitals and schools of the 
New York State Department of Mental Hygiene. This instruction 
has been continued and expanded throughout the years, recently 
within the cirele of the Columbia Medical Center. Of necessity, 
in earlier years, courses had to be one-shot affairs, and distance 
was a formidable factor. In 1952, two members of this QUARTERLY’ 
present editorial board participated in a venture to carry grad- 
uate training to St. Lawrence State Hospital at Ogdensburg 
over an extended period. This permitted student physicians to 
continue their service duties and, at the same time, undergo daily 
instruction at a slow enough pace to guarantee assimilation. Later 
preceptorships in clinical psychiatry were set up at a number 
of the New York hospitals to give half a day a week of expert 
instruction to supplement the several, day-long, once-weekly 
courses for residents given at the medical colleges. A variant of 
this occurred in the downstate area where a school of psychiatry 
was established—-with emphasis however on training for private 
practice. Other developments resulted in the approval of a number 
of hospitals for full residency training in psychiatry. In recent 
years, teaching assignments, the organization of research facilities, 
the implementation of services for children and the substantial 
expansion of out-patient activity have all improved the learning 
milieu provided by the state hospital. 

Turning from these training opportunities, however, the once 
proud staff facilities and service, as originally conceived by the 
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founding fathers, have been whittled away at, and more and more 
staff families are eyeing the several advantages of living in the 
community. This of course entails a loss of salary—in substance 
—and salaries are very low comparatively in this state. Good 
accommodation on the hospital campus is no longer available ; none 
has been built. Staff families with small children are still living 
in patients’ buildings. A jaundiced eye is being cast at recreational 
facilities, sick bays, certain services and other fringe benefits— 
all of which had much to do with recruiting and retaining good 
staff members. It seems to an auditor, however, that all should 
in fairness be reduced to the same level in all things—no matter 
what the remote effect. 

But we must look deeper than this for the factors which are 
responsible for the state hospital failing to get its share of Ameri- 
‘an-trained physicians, who can talk fluently with patients and 
relatives, who have received the best education in medicine offered 
in the world today and who will remain in the system to become 
chiefs of service, clinical directors and later directors of hospitals 
themselves. For all its bragging about research and community 
activities, about training opportunity and about the huge number 
of patients it processes annually, the public mental hospital here 
and in some other states is in precarious condition unless a trans- 
fusion can be accomplished quickly. It is no comfort to deplore 
that the number of applicants to medical schools has fallen off 
sharply, that almost half of all internships and residencies in all 
specialties go begging each year, that few jurisdictions can afford 
salaries commensurate with income from private practice. Some 
blame does attach to the professor of psychiatry, who looks down 
his nose at the state hospital when advising his students about 
training in that specialty. Nor is there any need to repeat again 
the probable fact that former hospital directors playing their 
dictator-like roles repelled many promising men and that rebel- 
lion against the father accounted for some of the defections from 
service.* 

What can be done now? 

First, there is needed a tradition that will bring American- 
trained physicians into the hospital system and hold them there. 
Dynamic leaders with whom the young psychiatrist may identify 
well are an urgent first requirement. The opportunity to learn 
and work effectively must be promoted and to the greatest degree ; 
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red tape, unnecessary paper work and unsuitable tasks must be 
extirpated. Some states are building up good medical staffs, em- 
ploying well-designed recruiting devices. They are matching these 
allurements, however, with very substantial salaries, with equally 
good training opportunities, with better fringe benefits and with 
more salubrious living conditions than New York’s. Why should 
not our better men go to these better places? Some, as a matter 
of truth, have been leaving for many years to head systems and 
hospitals. 

For the foreseeable future, the patient with a serious psychiat- 
ric ailment will require medical and nursing care, augmented 
by the ancillary services, in a state hospital. For adequate drug 
dosage these are necessarily followed by recuperation in a thera- 
peutic community with enough living space so that well-planned 
activities can be enjoyed. Without doctors patients cannot be 
treated, nor can hospitals be operated. 

This diseussion has made note of the improving professional 
and social status of the psychiatrist, and of the high repute and 
splendid opportunities for training of certain state hospital sys- 
tems, including that of New York. Despite both of these facts, 
there has been serious deterioration of the medical staff. The 
further deterioration—for lack of financial and other inducements 
comparable to those now offered by some states, and with failure 
of adequate replacements for key administrative and senior treat- 
ment positions in prospect—is a disaster impending just a little 
ahead of that threatened by the deterioration of the nursing 
service. 

New York State long ago called the tune for humane, enlight- 
ened and progressive treatment of mental patients. It can well 
afford to pay the piper! 
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Chronic Schizophrenia. LAawRENCE APpPLEBY, Ph.D., JorpaNn M. ScuEr, 
M.D., and Jonn Cummine, M.D., editors. 368 pages. Cloth. The Free 
Press. Glencoe, Ill. 1960. Price $6.00. 

This compendium is a result of a conference held at the Osawatomie 
State Hospital in Kansas. The papers have been divided into several 
groups. Part I takes up general problems and approach; Part IT, specific ap- 
proaches and clinical implications; Part III, clinical demonstrations and 
select approach. The contributors are biologists, physiologists, psychiatrists, 
anthropologists, psychologists and others interested in schizophrenia. Be- 
cause of this, the contributions vary in readability, in approach, in use- 
fulness and in theory. Many of the contributors have had little or nothing 
to do with state hospitals and still take the negative approach that the state 
hospital is a punitive, resistive organization. Apparently none of the 
authors has heard of the open hospital, or of the modern social approach, 
or of the therapeutic milieu. Several of the papers diseuss “total push” 
for the chronic schizophrenic as if this were a new approach and dis- 
covery. The unitary concept of mental illness is mentioned frequently, 
as if this were a step forward. Although this concept has been adopted 
by considerable numbers in the psychiatric field, it adds nothing to know]l- 
edge, to a clear etiology or to a scientific approach. 

However, because of the over-all high caliber of the writing, this book 
can be recommended as a contribution to the study of schizophrenia. 


Psychopathology and Politics. By Harotp D. Lasswe.u. 319 pages. 
Paper. Viking. New York. 1960. Price $1.65. 

Lasswell wrote this book 30 years ago “to disseminate provisional find- 
ings obtained by the use of the psychoanalytic method of investigation.” 
He wrote simply and used plentiful case histories. Most of his material 
is of as much interest and practical application today as it ever was. The 
author, now on the faculty of the Yale Law School, ranks as one of 
America’s best-known sociologists, and this book is a elassic. It contains a 
section of “afterthoughts,” written as of today and discussing the theories 
of the original book in the light of developments since its publication. 


Sigmund Freud. By Grecory ZiLBoore. 132 pages including index. 
Paper. Grove. New York. 1960. Price $1.45. 
Zilboorg’s book is one of the best of the short appreciative essays of the 
last 10 years on Freud. Its appearance in a low-priced but well-printed 
and attractive format in paper covers is a weleome development. 
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Psychiatrische und Nervenklinik. (Clinic of Psychiatry and Nervous 
Disorders) Clinical Lectures with Demonstrations of Patients. By 
Kurt Koi.e. XVI and 252 pages. Cardboard binding. Georg Thieme. 
Stuttgart. 1959. Price $4.70. 

The author of this book is a well-known German psychiatrist who is . 
clinical professor of psychiatry at the University of Munich, and an 
exponent of contemporary West European psychiatry, an admired teacher 
and probably one of the best representatives of post-Nazi psychological 
medicine. He is a courageous scientist who combines progressive vision 
with his classical background and seeks for the acceptance and widening 
of psychiatric knowledge within the medical schools’ teaching programs 
and in postgraduate education. 

His present work reads almost like a transcript of a tape recording of 
his clear, condensed clinical case-presentations during a full course of 
clinieal psychiatry. It presupposes the knowledge of, or at least the read- 
ing concurrently of, a text of clinical psychiatry. Professor Kolle presents 
187 cases in a technique that gives the reader a sense of the atmosphere 
of a clinical auditorium and of the superior skill of a great clinician and 
teacher. The exemplary interview is accompanied by explanatory notes 
and sometimes references, and is always followed by a catamnesis. Some 


cases are presented several times to show the course of a clinical picture 
with its frequently unpredictable path, as well as the pitfalls of mis- 
diagnoses. The reviewer feels that this type of presentation of clinical 
psychiatry is most rewarding and stimulating for the reader. In addi- 
tion it reveals the author as a man of extraordinary culture and sense 
of humanity. 


Psychological Scaling: Theory and Applications. Harotp GuLuix- 
SEN and SAMUEL Messick, editors. xvi and 211 pages. Cloth. Wiley. 
New York. 1960. Price $5.00. 

This is a collection of 14 papers by as many authors, read and dis- 
cussed at a conference in 1958. Various aspects of the logical and mathe- 

atica). bases of test measurement of psychological phenomena—of ra- 
ting, of arriving at decisions, of psychophysical scaling, of ability test- 
ing, and of the measurement of values or attitudes—are presented. Inter- 
est and training in mathematics are necessary to follow and appreciate 
the arguments. This book will be of great value to the mathematical stat- 
istician who is working on an improvement of statistical devices in the field 
of psychology. Written with mathematical rigor, this collection of papers 
is a contribution to methodology. 
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Friedrich Nietzsche. By Rupoir Sremer. 222 pages. Cloth. Rudolf 
Steiner Publications, Inc. Englewood, N. J. 1960. Price $4.75. 

This is an attempt to present the philosophy of Nietzsche, with a section 
dealing with his personality. Throughout the book there is a tendency 
to suppress and overlook Nietzsche’s psychotic illness. Yet throughout the 
book, the underlying paranoid personality can be clearly seen. This is 
true in all Nietzsche’s writings. 


The author repeatedly states that Nietzsche was a lonely man who wanted 
friends, but he avoided close contacts with people. The brief extracts from 
Zarathustra continually point to the grandiose structure of Nietzsche’s 
character. Thus, “If there were gods, how could I stand it not to be a 
god? Therefore, there are no gods.” Or, consider the author’s statement 
that Nietzsche was happy only as long as he felt himself under conditions 
which would heighten his power, that he loved hindrances because they 
made him aware of his own power of overcoming them. 


The author denies that Nietzsche was a nihilist, describing him as a 
creative individual, but the writings and quotations are certainly sug- 
gestive of the nihilist and of the principles of the superman. “I am 
Zarathustra, the godless. Where do I find my equal? Those are my equals 
who determine they will act of themselves and push all submission away 
from themselves. Who is more godless than I that I may rejoice in his 
teachings?” 

In his final writings before his complete breakdown, Nietzsche showed 
the lust for destruction to an even greater extent. In his Anti-Christ, he 
offered the destruction of Christianity; in The Immorals, an annihilation 
of all moral concepts; in The Free Spirit, the annihilation of all present 
philosophy. 

This is the man the author presents as “a creative genius, a man who 
is to help the people of the world.” 


Experiments and Observations on the Gastric Juice and the Physi- 
ology of Digestion. By WittiAm Beaumont, M.D. 280 pages, plus 40 
pages introduction. Paper. Dover. New York. 1960. Price $1.50. 


The introduction is by Sir William Osler and describes the life of 
William Beaumont and his involvement in the ease of Alexis St. Martin. 
Dr. Beaumont’s book itself is still worth reading after 127 years. His 
observation and discussion could easily be a modern treatise on the physi- 
ology of the stomach, although some of his inferences and discussions are 
dependent on the language of his day and on a lack of microscopic data. 
The observations and experiments themselves, are so clear that the book 
would be of value to every medical student in physiology. This book should 
be in every medical library. 
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A Clinical and Genetico-Statistical Study of Schizophrenia and 
Low-Grade Mental Deficiency in a Large Swedish Rural Popu- 
lation. By Berri. HALLGREN and TorsTEN SJoGREN. (Acta Psychia- 

trica et Neurologica Scandinavica, Supplementum 140, Volumen 35, 
1959.) Paper. Ejnar Munksgaard, Publisher. Copenhagen. 1959. 

In 65 pages of clearly-written text the authors present the findings of 
a painstaking epidemiological survey of two typical rural Swedish islands 
with a combined population of 25,000, studied for the period 1900-1944. 
The survey included all persons born in the area and afflicted with severe 
schizophrenia or low-grade mental defect. So thorough is the hospitaliza- 
tion system in that area, that when Sjégren and Stenstedt visited the 
families to check hospital data, they found few additional cases. In all, 
this study located 247 schizophrenics and 237 undifferentiated defectives. 
Of the schizophrenics, 53 per cent were hospitalized five years after the 
onset of the psychosis, and 88 per cent of all cases showed a considerable 
personality deterioration when seen at the hospital or on field investigation. 
The morbidity rate for all grades of mental deficiency among the schizo- 
phrenics was 10.5 per cent, or about three times as high as among the 
general population, while the morbidity rate for schizophrenia among sibs 
was about three times that of the general population, which is 1.6 per 
cent. Among the mental defectives, 88 per cent were uncomplicated, 3.3 
per cent suffered deaf mutism, 2.6 per cent spastic paresis, and 4.1 per 
cent epilepsy. Special diagnostic groups, including mongolism and eretin- 
ism, aggregated 2.3 per cent of the defectives. 

The sample shows a preponderance of males (62 per cent). The preva- 
lence of first-cousin marriages and the rank order of birth were not sig- 
nificant in this series of defectives but the morbidity rate for low-grade 
mental deficiency among parents of propositi is in the range of five times 
the observed figure of 0.5-0.6 per cent of the general population. 

This short monograph is a rich source of references to the literature 
and a valuable contribution to the epidemiology of two very large problems 
in the mental health field. Work of this type provides a firm base line 
against which subsequent programs of prevention and treatment may be 
measured. This one is especially important because it preceded the modern 
somatic therapies. 


The Proud Walk. By Nancy Moore. 319 pages. Cloth. Putnam. New 
York. 1960. Price $3.95. 


This amateurish book concerns a girl, raped by a relative, an elderly 
lawyer who promptly gets a stroke. What happens to the gir] is less clear; 
the book is so confused that it is not even apparent whether the girl be- 
comes psychotic or fakes identification with the lawyer’s dead wife to take 
care of the “old child.” The reviewer considers it trash of the worst order. 
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Scientific Basis for World Civilization: Unitary Field Theory. By 
Leo J. Baranski, Ph.D., 653 pages. Cloth. Christopher Publishing 
House. Boston. 1960. Price $7.50. 

The author had been a professional chemist for years before he decided 
to study the human mind. He received his Ph.D. in psychology from 
Princeton in 1959 and is now teaching at Grinnell College, Iowa. The 
subtitle of the book summarizes his purpose: to explain “the origins, evolu- 
tion, current operation and future destiny of the universe, life, mind, and 
the social group.” The book contains a discussion of some very abstract 
features of the unitary dynamic field concept on the one hand, and a 
tremendous number of detailed facts from many scientific disciplines, on 
the other hand. These two parts are not systematically synthesized. The 
author’s good will toward nearly all (there are some notable exceptions 
plainly stated) prompted him to offer a political system which he believes 
will assure constructive and creative international co-operation. 

The book reads like passages—frequently haphazardly selected—from an 
encyclopedia. It contains also the author’s personal views on a wide range 
of events. These views are likely to be opposed with firmness by a large 
proportion of readers. The author has not accomplished his extremely 
ambitious purpose, which includes, among many other things, “the estab- 
lishment of a unitary and universal psychology.” 


A History of Public Health. Vol. I of MD Monographs on Medical 
History. By Grorce Rosen, M.D. Ph.D., M.P.H. Foreword by Feuix 
Marti-IBANEZ, M.D. 552 pages including subject and author indices, 
bibliography, list of memorable figures in the history of public health, 
selected lists of periodicals, associations and schools. MD Publications. 
New York. 1958. Price $5.75. 


This first volume of a very laudable undertaking is somewhat disappoint- 
ing to the psychiatrist. It is a compilation of material that is more at- 
tractively presented in texts and handbooks of public health. It makes 
for cumbersome, heavy reading, missing the innate epic and dramatic 
attraction of the history of public health and its related sciences. That 
mental health is an inseparable, integral part of public health also finds 
no appreciation in this history. The great roles American psychiatrists 
like Kirkbride and Brigham, to mention only two, have played in the 
history of mental health—and so in that of public health—are not found 
worth mentioning. However, the book is an industrious piece of work of 
painstaking collecting and compiling data and facts which will be use- 
ful for reference. It is very well printed and attractively presented. 
Psychiatrists, however, will miss the tracing of the interlinkage between 
psyche and soma—which are inseparable in considerations of public health 
today. 
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The Barbiturate Withdrawal Syndrome. A Clinical and Electroen- 
cephalographic Study. By Munxe HerteL Wutrr. 173 pages includ- 
ing 19 figures, 38 tables, and appendix of 96 detailed case records, an 
alphabetic list of references (9 pages) and index. Paper. Ejnar Munks- 
gaard, Publisher. Copenhagen. 1959. Price 28.00 Dan.Kr. 


This monograph represents research work of the author—who is with 
the University of Copenhagen—from 1949 to 1955. It is a very weleome 
study of an urgent problem which covers every aspect of the syndrome, 
but investigates mainly “the conditions necessary for the appearance of 
barbiturate withdrawal symptoms in patients with barbiturate abuse.” The 
very thorough work of the author covers the clinical side of the intoxica- 
tion and of the withdrawal manifestations, as well as the electro-encepha- 
lographie findings in both phases. It elaborates on the correlation of clinical 
and laboratory findings and gives a clear picture of diagnosis and differen- 
tial diagnosis of the syndrome. 


The chapter on treatment is adequate and detailed sufficiently in the case 
records. Unfamiliar at least to the reviewer was the author’s mention of 
insulin as “usually” having sedative effect, though without any effect on 
the psychotic manifestations in a number of the author’s patients. He re- 
ports however a favorable effect of chlorpromazine, confirming the obser- 
vations of other authors. Interesting, is the chapter on the mechanism of 
the withdrawal syndrome. This monograph should find its place in the 
library of every physician who is liable to use barbiturates. It also has a 
place in every hospital library. The excellent print and the presentation 
of the very clear tables and figures deserves special commendation. 


The System of Thomas Aquinas. By Maurice De Wutr. 151 pages. 
Paper. Dover. New York. 1959. Price $1.25. 

Here in a brief space the author presents a compressed but still logical 
and systematic survey and defense of a system of philosophy that has 
its roots in antiquity, though the book centers on the system of Aquinas 
as it was in 1260-1270. Not a little of DeWulf himself comes to expres- 
sion in the tight logic, reflecting elaboration of the doctrines as they exist 
today, and it all makes slow reading for the neophyte, yet it has much 
to recommend it, especially to the modern scientifically trained mental 
health worker whose knowledge of this field is generally limited to a 
blanket condemnation of the whole of medieval scholasticism derived at 
second hand from such little-read and oft-quoted sources as Bacon, Locke, 
Spinoza, and a whole academy of other philosophers. For those who would 
wish to get some idea of what went before, as an orientation for an 
understanding of the present, this little volume offers a start. The flavor 
of scholastic philosophy is preserved, and there is a good introduction 
to the quality of the logic, the derivation of ideas, the creation of single 
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judgments, the spinning of individual judgments into threads of logie, 
and their final weaving into a great coneept of the universe. Here is 
portrayed a system of the universe with full internal consistency, an 
orderly and purposeful though, teleological, all-inclusive and vastly more 
comfortable world to behold than that which comes from our mechanistic 
concepts, whose only laws are probabilities, and uncomfortable ones at 
that. 

The psyehiatrieally-oriented reader will probably be most drawn to cer- 
tain aspeets of this material, especially those that have to do with the 
mind as an organ of reason and thought. This concept inevitably involves 
psychological and even psychiatric issues and these often appear in almost 
modern form. “The ego is composed of a soul and body...” but “man is 
a single whole, he is not a compound of two independent substances. . . 

“But whatever it may be that we desire, in every case we find that the 
motive which prompts our appetite is the benefit or fulfillment which the 
object or activity in question will obtain for us... 

“The schoolmen are so convineed of the personal character of happiness 
that they raise the question whether an act of disinterested love is pos- 
sible, even when God is the object. So that one could say in general; we 
love ourselves in the first place and others only secondarily.” 

This low-priced edition of a highly important book is weleome. 


Psychoanalysis and Moral Values. By Heinz Hartmann, M.D. 121 
pages. Cloth. International Universities Press. New York. 1960. Price 
00. 
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Dr. Hartmann’s book is a contribution to the Freud anniversary series, 
and is an “expanded version” of a leeture given to an audience of psy- 
choanalysts at the New York Academy of Medicine on May 12, 1959. Dr. 
Hartmann phrases, in very clearly-delineated terms, what is probably 
the aeeepied view among specialists, of the relationship of psychoanalysis, 
moral systems and moral judgments. He denies that moral implications 
ean legitimately be derived from psychoanalytic findings, but points out 
that the improvement in integration brought about by psychoanalysis may 
have effects on moral ideas and moral conduct. He finds that analysis 
does have some rather commonly shared effects. For one thing, there is 
likely to be a more relaxed moral attitude toward sexuality; for another, 
persons influenced by analysis are likely to place high values “on the 
facing and aceeptanee of outer and inner reality, on intellectual integrity 
and on self-knowledge.” He notes that he has not attempted “to adduce 
arguments for or against specific moral direction,” noting that this prob- 
lem “belongs in the realm not of science but of ultimate personal positions; 
no seientifie psychology ...could take the place of personal responsibility 
in these matters.” 
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Intelligence: Its evolution and forms. By Gaston Viaup. 127 pages 
ineluding illustrations, select bibliography and index. Cloth. Science 
Today Series. Harper. New York. 1960. Price $2.25. 

The Wider Universe. By Paut Couperc. 128 pages including illustra- 
tions, appendices and index. Cloth. Science Today Series. Harper. New 
York. 1960. Price $2.25. 

The two volumes here reviewed are the first and the fourth to be pub- 
lished of a new science series designed to present short, hardbound books, 
written specially by internationally known authorities to sell at “a quality 
paperback price.” Both happen to be by French scientists, though authors 
from all over the world are on the series’ list. 

Viaud, professor of psychophysiology and director of the Laboratory of 
Animal Psychology, Strassbourg, discusses the evolution of practical and 
logieal intelligence from Paramecium to the human adult; his topic con- 
cerns the modes, not the level and not the dynamics of intelligence; the 
frame of reference is philosophy and general psychology. Despite its 
brevity, this book is not precisely elementary; and it is to be recommended 
to the attention of those who customarily approach the subject of intelli- 
gence from a different orientation. 

Coudere’s book is also brief and also not elementary; it presupposes 
some knowledge by the reader of both astronomy and mathematics. Its 
subject is the universe beyond the solar system—our own galaxy, and the 
far galaxies of outer space to a billion light years’ distance. The author, 
astronomer at the Paris Observatory, says in his preface: “It seems to me 
that no cultured person can afford to ignore the subject matter of this 
book. Not only does it provide a sketeh of an ever-growing edifice that 
bears little resemblance to the notions of former generations, but it also 
brings the reader into close contact with the living development of a 
scientific discipline—its facts, laws and attempts at interpretation.” The 
reviewer agrees heartily with this thesis and heartily recommends the book. 


Chelation Phenomena. Jerome F. FrepRicK and ArtHuUR E. MARTELL, 
conference co-chairmen, with contributions from 31 authors. Annals of 
The New York Academy of Sciences. Volume 88, Art. 2. Pages 281- 
532. Paper. Published by the Academy. New York. 1960. Price $3.50. 

Chelation requires to be defined for the uninitiated. The term refers 
to the ability of certain substances to inactivate metallic ions by forming 
an inner ring structure in which the metallic ion becomes a member of 
the ring. The process is of great interest in decontamination (some notable 
authorities were missing from the conference), hemoglobin is a chelate and 
so are some hormones and vitamins, but the present reviewer knows of 
no very direct application of chelation processes or theory to psychiatry. 
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Auschwitz. A Doctor’s Eyewitness Account. By Dr. Mrkios Nyiszui. 
222 pages. Cloth. Fell. New York. 1960. Price $5.00. 

In the introduction to this volume, Bruno Bettelheim writes: “This 
book ...is most of all a cautionary tale, as old as mankind. Those who 
seek to protect the body at all cost die many times over. Those who risk 
the body to survive as men have a good chance to live on.” 

Nyiszli’s book, as is now well known, is the report by a Jewish doctor 
who worked with the SS at Auschwitz, in almost unspeakable “medical” 
procedures. The narrative is one of familiar horrors in unfamiliar detail. 
The author, by his collaboration, however, did save his own life as well as 
the lives of his wife and daughter. The one comparatively cheerful note 
of the book concerns the revolt of the twelfth Sonderkommando, which 
was delegated, among other things, to load the bodies into the crematory 
incinerators. The 853 prisoners of the Kommando died but took 70 SS 
men with them, and destroyed a crematorium. Bettelheim suggests that 
Nyiszli “fooled himself” by supporting his virtually intolerable tasks by 
pride in his professional skill. The reviewer thinks the reader might prefer 
to believe that the author was for a time not responsible for his actions. 


His account does not give full support, however, to any such comforting 
theory. 


The Rorschach Experiment. By Samueu J. Beck, Ph.D. 256 pages in- 
eluding index. Cloth. Grune & Stratton. New York. 1960. Price $6.50. 
This book will be warmly weleomed by all users of the Rorschach method. 
The bulk of the text centers around the 10 test protocols which were 
administered to eight patients, their interpretation and Beck’s detailed 
notes on his interpretive reasoning. The last part of the book is mostly 
devoted to an appraisal of the defenses in relation to treatment, as sug- 
gested by the test findings. Also included, is a short but provocative chap- 
ter on the application of test findings to a transference relationship. 


Law and Contemporary Problems. Sex Offenses. Pages 215-375 of 
Volume 25, 1960. School of Law. Duke University. Durham, N. C. 
Price $2.50. 

This useful review concerns the psychiatric as well as legal viewpoint. 
Bernard Glueck, Sr., contributes a discussion, “Sex Offenses: A Clinical 
Approach”; and Karl M. Bowman and Bernice Engle discuss “Sex Offen- 
ses: The Medical and Legal Implications of Sex Variations.” The Ameri- 
ean legal context of sex offenses and discussions of British and Seandin- 
avian experience with sex offenses are also covered. An anthropological 
perspective and a discussion from the ethical point of view are also in- 
cluded. The psychiatrist can make good use of this volume. 
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Grandpa and the Girls. By Lovis M. Heywarp. 217 pages. Cloth. 
Random House. New York. 1960. Price $3.50. 

The publisher’s blurb asserts that the author “has been responsible for 
more than 8,000 radio and television programs as writer, producer, direc- 
tor.” Without expressing an opinion on the “8,000,” one can only state that 
this novel is on a level of outdated naiveté that is hardly believable: A 
Jewish patriarch of 87 is to be prevented from knowing that one of his 
nine children, his daughter Dora, owns a house of prostitution in Tulsa, 
Oklahoma. 


How To Live With A Neurotic Dog. By SrerpHen Baker. Cartoons 
by Eric Gurney. Unpaged. Cloth. Prentice-Hall. Englewood Cliffs, 
N. J. 1960. Price $3.50. 

The psychoanalytie treatment of the neurotic dog, it seems to this re- 
viewer, could be louder and funnier; but some of the digressions, the neu- 
rotie dog vs. baby, and traveling with the neurotie dog, are both loud 
enough and funny enough indeed. The text and illustrations suggest that 
both writer and cartoonist prefer dogs to humans, or at least joyously 
use dog traits to illustrate human stupidity. The psychiatrist who owns 
a dog or the nonprofessional dog-owner who knows a little bit about 
“nopular” psychoanalysis may enjoy this book. 


Adolescent Aggression. By ALBERT BANpuRA and Ricuarp H. WaALrt- 
ERS. 475 pages including index. Illustrated. Cloth. Ronald Press. New 
York. 1959. Price $7.50. 

This book is a report of an investigation of some of the child-rearing 
antecedents of aggression in adolescence. Of particular interest are the 
findings in regard to the father, whose role in the development of aggres- 
sive behavior has received little attention. Also provocative, is the author’s 
discussion of dependency needs in relation to aggressiveness. 

Using boys from intact homes, a matched group technique was employed. 
Aggressive boys were matched with nonaggressive boys, and sociological 
as well as intellectual factors were controlled. The data were obtained 
by interviews with both parents and through the use of projective tests, 
as well as interviews with the boys. Findings on the two groups are re- 
ported in detail. 


The theoretical basis for this study comes from psychological theory, 
particularly behavior theory. The book is a substantial addition to the 
literature on the socialization process. It will be of interest to all those 
concerned with the understanding, and the care and treatment, of prob- 
lems of adolescence. 
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Experiments in Hearing. By (izorG von BéKésy. Translated and edited 
by E. G. Wever. 745 pages with index. Cloth. McGraw-Hill. New York. 
1960. Price $25.00. 

This volume represents the published papers of an internationally known 
psychologist and physiologist, covering his work for the past 30 years in 
experimental studies on hearing and related fields. The articles are grouped 
hy subjects. The first three chapters present the anatomy and the mechanics 
of the external and the middle ear. The auditory thresholds, the spatial 
attributes of sound distortions, and the problem of room acoustics were 
considered where they are involved with the psychological experiments. 
The larger part of the book is devoted to the mechanical and physio- 
logieal processes of the cochlea and its associated nervous system. The book 
is profusely illustrated, and many details are given about experimental 
procedures, difficulties, limitations and fields of application. 


The Ideal and the Community. By I. B. Berkson. 293 pages. Cloth. 
Harper. New York. 1958. Price $4.50. 

This is a eritique of the pedagogic theories of Dewey and Kilpatrick, in 
whieh the author characterizes his own position thus: “My deviation from 
the usual experimentalist position involves a change from a biological-social 
interpretation which emphasizes the process of personal development to an 
historieal-cultural approach which places institutional achievements and 
the enduring ideals of civilization at the center of consideration.” 

Uneonsecious mechanisms are almost totally neglected in this treatise. 


Photoreception. By Jerome WOoLKEN and 31 other contributiors. 245 
pages. Paper. New York Academy of Sciences. New York. 1958. Price 
$3.50. 

This monograph is a reprint of pages 161-406 of Volume 74, Art. 2, of 
the Annals of the New York Academy of Sciences. Understanding of the 
mechanisms involving photoreeception has advanced greatly in recent years. 
The publication in hand summarizes these advances, particularly with re- 
gard to the structures of photoreceptor units, analysis of visual pigment 
chemistry and biophysical explorations of physiological processes. The 
approach is broadly comparative and the contributors are top-notch men. 


How To Help Your Husband Relax. By BetH WHEELER. 239 pages. 
Cloth. Doubleday. New York. 1960. Price $3.95. 
In this book of common sense advice, there seems to be no understand- 
ing of the facet that unconscious mechanisms are involved in as complex 
a human relationship as marriage is. 
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Psychiatrie der Gegenwart—Forschung und Praxis. (Psychiatry of 
Our Time—Research and Practice.) H. W. Grune, R. June, W. 
Mayer-Gross, and M. Mutter, editors. Vol. II, Clinical Psychiatry. 
C. E. Benpa, H. Binper, K. Conran, R. Dreter, et al. 1229 pages in- 
eluding index of authors (54 pages) and subjects (14 pages) with 
numerous tables, pietures, curves, and extensive bibliographies after 
each chapter. Cloth. Springer. Berlin. 1960. Price DM 120.00. 

This most ambitious work of contemporary psychiatry is to be presented 
by an illustrious array of the leading academic teachers and scientists of 
psychiatry, the majority of them from Europe. (Americans include H. B. 
Waelsch, J. Elkes, J. Brengelmann, E. W. Strauss, P. H. Hoch, H. Mead 
and E. K. Cruickshank.) Volume IT is the first published. The finished 
work will consist of three volumes, Vol. I with the title Mundamentals 
and Methods and Vol. III, Social and Applied Psychiatry, both still to 
appear. From the study of the second volume alone, one may predict that 
this will be the most complete and up-to-date work on psychiatry ever 
published, one to rank with the best textbooks of other branches of medi- 
cine and science. 

Volume IT covers (a) the endogenous psychoses, (b) the psychopathic 
states, neuroses and abnormal reactions, (ec) the psychiatry of addictions, 
(d) the organie psychoses and disease of the brain, and, finally (e) child 
psychiatry and geriatric psychiatry. It would be entirely futile to attempt 
to evaluate the chapters or even give reviews of them. This work must 
be studied; and the reviewer is convinced that every psychiatrist who 
reads German, even if holding different opinions on many subjects, will 
be fascinated, will profit and will be proud that psychiatry has been pre- 
sented on an equal level with other, older, sciences. The reviewer hopes 
that the two missing volumes will appear in the very near future. The 
famous Springer Verlag must be congratulated for this publication. 


Child Psychology. [Fifth edition. By Artuur T. Jersiup. 506 pages 
ineluding index. Cloth. Prentice-Hall. Englewood, N. J. 1960. Price 
$9.95. 


This fifth edition has been expanded so that there is more consideration 
of the child’s inner world and his growing awareness of the self and the 
outside world. More attention, albeit for the most part descriptive, is also 
given to parent-child relationships. The entire book is well organized and 
fairly comprehensive, and although some users of this text may feel that 
the author’s approach is conservative and insufficient in the probing of 
dynamies, the book still remains a good introduction to the field of child 
psychology. 
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My Philosophical Development. By Bertranp Russe.u. 279 pages 
including index. Cloth. Simon and Schuster. New York. 1959. Price 
$3.75 

Bertrand Russell Speaks His Mind. 173 pages. Cloth. World. Cleve- 
land. 1960. Price $3.50. 


It is possible to argue that no one has had more influence on the modern 
development of man’s conscious thought than Bertrand Russell. In My 
Philosophical Development he traces the steps by which he arrived at his 
current beliefs. Since he reaches them in more than 250 pages, it would 
hardly seem profitable to summarize them in this review. Russell’s own 
outline is followed by a short work by Alan Wood on a study of the develop- 
ment of Russell’s philosophy. This is a basie book for anybody attempting 
to deal with human thought. 

Bertrand Russell Speaks His Mind is a reprinting of 13 dialogues be- 
tween Woodrow Wyatt, as interviewer, and Lord Russell, first transcribed 
for filming on television. In them Russell gives his views on philosophy, 
religion, the H bomb and the possible future of mankind. He thinks that 
if man ean avoid the pitfalls, and if men choose that a better world should 
exist, “we shall have a world very much more glorious, very much more 
splendid, more happy, more full of imagination and of happy emotions 
than any world that the world has ever known before.” This is an im- 
portant book which should be widely read. 


Emotion and Personality. Vols. I and II. By Macpa B. ARNoLp. Volume 
I, Psychological Aspects, 296 pages, including references and index. 
Volume IT, Neurological and Physiological Aspects, 430 pages, in- 
eluding references and index. Cloth. Columbia University Press. New 
York. 1960. Price $7.50 a volume. 

The first volume of this work deals in detail with the differences be- 
tween sensation, feeling and emotion. To a large extent this is a semantic 
philosophical discussion, with the author attempting to present the theories 
of various workers in the field and to arrive at a solution of the causation 
of the arousal of emotions. She discusses the works of Titchener, Wundt, 
James, Freud and MeDougal and the philosophies of Aristotle, Descartes, 
Dewey and Sartre. 

In Volume II, she attempts to associate the psychological approach with 
the physiological and neurological one. She describes the various pathways, 
but makes assumptions from animal experiments for which, the reviewer 
believes, there is no basis in the human; and she falls short of a practical 
structure of neurological and physiological bases for an emotional theory. 

The books are well documented and cover all aspects of the emotions, 
so that they should serve well for any student, as a comprehensive survey 
of this field. 
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The Arts of Man. By Eric Newton. 315 pages plus index, with 177 

illustrations in color and numerous half-tones. Cloth. New York 
Graphie Society. Greenwich, Conn. 1960. Price $5.95. 

This is a gorgeously printed pictorial history of art, seen in relation 
to the times and the personalities of the artists. It is written from a 
rather well-defined point of view, that of the broadly educated art critic. 
Its author is Slade professor of fine arts at Oxford. The range is from 
the prehistoric cave paintings of Altimira to the European modernists and 
the Oriental moderns. The notes are in terms of the artists’ cultures and 
temperaments, and much can readily be reinterpreted in psychodynamic 
phraseology. There is a short chapter on art and magic. The production 
of this book at an astonishingly low price was made possible by printing 
in Italy. 


The Health Hucksters. By Raven Lee Smirn. 248 pages including in- 
dex. Cloth. Crowell. New York. 1960. Price $3.95. 

This book is an “exposé” of food and drug advertising, written for 
the general reader by a man who seems unduly shocked by a human 
practice from time immemorial—the overestimation or misrepresentation of 
what one has to sell. The regulation of food and drug advertising has 
long been recognized to be necessary, and, human-.nature heing what it 
is, there are abuses. There is no doubt that much of what Mr. Smith re- 
ports calls for more vigorous official action or possibly for more legislative 
measures than we now have. But he has included a good deal of doubt- 
ful material—for instance, in the case of brand advertising—and some 
of his conclusions are, if not political, at least the subject of current 
political dispute. Insofar as this book exposes unethical practices and 
discloses unfounded claims, it is of interest to the professional reader. 


The Gods of Love. The Creative Process in Early Religion. By T. 
CLIFTON LoNGworTH. 273 pages including index. Cloth. Associated 
Booksellers. Westport, Conn. 1960. Price $6.50. 


The author of this book is a journalist and traveler with an interest 
in ancient religion. In this book, he attempts to give a series of sketches 
covering prehistory and carrying the account through the Middle Ages. 
The work is popular rather than scholarly; it by no means offers a full 
coverage; and the style is that of narrative travel writing. It does pre- 
sent a few not too well known matters: for instance, the occurrence of 
the Shelah-na-gig in England, as well as Ireland. The student of eom- 
parative religion will find a good deal of interest here. 
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Amino Acids, Peptides, and Proteins. FRANKLIN N. FuRNESS, editor 
(31 authors). 237 pages. Paper. Annals of the New York Academy of 
Sciences. New York. 1960. Price $4.00. 

This is an important monograph, but it will be necessary to sit up 
straight when studying it (the “abbreviated” structural formula of ribo- 
nuclease looks like a map of the headwaters of the Nile). It may be that 
most of this material will be incomprehensible to the great majority of 
the readers of this journal, but the day is past when a psychiatrist could 
be considered to be competent if he was a biochemical ignoramus. If this 
monagraph drives the reader to purchase a couple of up-to-date texts in 
physiology and biochemistry (as an easier way to get essential informa- 
tion) it will have served a very useful purpose. 


Rorschach Psychology. Maria A. RickeRs-OvsIANKINA, editor. 483 
pages including index. Cloth. Wiley. New York. 1960. Price $8.50. 

This is not a handbook for Rorschach users or a guide to the adminis- 
tration, scoring and interpretation of the Rorschach method. “Directed 
to theory-minded readers from the ranks of clinicians and general psy- 
chologists alike,” this book explores psychological thinking in general. It 
offers much that is valuable on the meaning of Rorschach variables and 
points out avenues for needed research in this field. This text is espe- 
cially recommended for its deep penetration and analysis of the Rorschach 
method and for directing sorely-needed attention to the wealth of material 
that is available in the Rorschach for other areas of psychology. 


Best Cartoons of the Year 1960. Lawrence Lariar, editor. Unpaged. 
Cloth. Crown. New York. 1960. Price $2.95. 

Lariar’s collection of cartoons for 1960 is as loud, as funny and as well 
chosen as ever. Prominent among the topies are, as usual, husband-wife 
conflicts and other aspects of the war between the sexes. There are a 
few sketches devoted to the foolish medical man, but both the medical 
profession as a whole and psychiatry in particular escape more lightly 
than usual. The one psychiatric cartoon this reviewer noticed, however, 
is a beauty: the husband looking for the “wise guy” who rid his wife of 
her inhibitions. This book as usual would make a good present for a 
favorite psychiatrist, a favorite patient or almost anybody else with a 
sense of humor. 


An Outcast of the Islands. By JosepH Conran. 253 pages. Paper. 
Pyramid Books. New York. 1960. Price 50 cents. 
This is a low-priced reprint of the second of the novels of Joseph Conrad. 
The story of a self-damaging paranoiac, it is written in the dramatic and 
brilliant literary style associated with the author’s later works. 
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New England Gothic. By Appison ALLEN. 250 pages. Cloth. Chilton. 
Philadelphia. 1960. Price $3.95. 


Here is simply a fictionalized report of a true murder case in a small 
town in Maine in the early 1930’s. It manages to be a story of consider- 
able interest, but the author has made no attempt to throw any light on 
the psychological aspects of the matter. 


The Dance. From Ritual to Rock and Roll—Ballet to Ballroom. 
By Joost A. M. Mrerer.oo, M.D. 152 pages including more than 90 
large half-tone illustrations, bibliography and acknowledgments. Cloth. 
Chilton Company. Philadelphia. 1960. Price $4.95. 

A psychoanalyst surveys the danee—chiefly pictorially—from the paleo- 
lithie soreerer of Trois Fréres to the ballet and the modern ballroom. Meer- 
loo develops the thesis that the dance is a form of communication. “Every- 
thing is rhythm,” says Meerloo, and proceeds to prove it with an illustra- 
tion of the “dance of the atoms,” the surface of a platium crystal photo- 
graphed with a low temperature field ion microscope. Fish, insects and 
marehing penguins are other nonhuman examples. The author holds that 
through the dance, “Somehow, by rhythmic interaction feelings and emo- 
tions are transferred to us. These can lead us into earthbound passions 
or inspire the most celestial eestasies.”” Meerloo’s short text, mostly in the 
form of captions for illustrations from the ends of the earth, is nontechnical 
enough for the general reader; the professional can profit by his discus- 
sion and can use his examples. The book would make a welcome present 
for many persons in both categories. 


The Rich and the Poor. By Rosert THEOBALD. 196 pages. Cloth. Clark- 
son N. Potter. New York. 1960. Price $4.50. 


Most physicians are not only ignorant of modern trends in economies 
but find a writer like Keynes difficult to understand and the eminently 
readable Galbraith disturbing. It is good, therefore, to come upon this 
little, inexpensive book—easily encompassable within a couple of hours— 
which is written with perspicacity and, evidently, authority. It is also 
encouraging to find an economist who recognizes the influence of social 
factors upon the mental stability of a population and upon the welfare 
(and thus, to some extent at least, custodial) load. Theobald’s is an effort 
to bring economic theory into line with the motivations of sociologic 
groups, especially those represented by and in the underprivileged coun- 
tries. It is easy to extrapolate from the enlarged vision which Theobald’s 
sinewy little work provides. One can see that urban planners and income- 
dollar equaters have a great deal to learn (as we all suspected). What 
the author does not tell us, is how to overcome stupidity in high places 
or how to curb the opportunists who take advantage of it. 
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Towards A Unified Cosmology. By ReainaLp O. Kapp. 303 pages 
including index. Cloth. Basic Books. New York. 1960. Price $6.50. 

This book is the product, at the age of 75, of a widely-known British 
engineer, educator and scientist. He is past president of the British So- 
ciety for the Philosophy of Science. Kapp frames his theory of a unified 
cosmology on the principle of minimum assumption, or Occam’s razor. He 
believes that the view of cosmology which requires the minimum of as- 
sumptions is one which ealls not only for the constant “creation” or emer- 
gence of matter, but also for its constant extinction. He bases numerous 
conclusions in regard to the cosmos, the galaxy, the solar system and the 
earth on an assumption that the half-life of mi ‘ter may be placed pro- 
visionally at 4x10° years. This is four billion years, which represents the 
conventional assumption as to the age of the earth and perhaps of the 
galaxy. 

There are some striking consequences of this theory. The exploded com- 
panion-star of the sun, Kapp thinks, is now the planet Jupiter. On our 
planet, the disappearance of dinosaurs, he thinks, may be explained by the 
facet that they inhabited an earth much larger in circumference and with 
a much greater mass than now, and that they were not fitted to survive 
in the lesser gravity which has followed. The validity of the Kapp theory 
may be safely left to the cosmologists and the physicists. Almost any other 
scientist should be interested in the general propositions set forth. 


The Decipherment of Linear B. By JoHn CHapwicx. 157 pages in- 
ciuding index. Paper. Random House. New York. 1960. Price 95 cents. 
This is a paperback edition of the popular account, by Michael Ventris’ 
co-worker, of the decipherment of the Minoan script known as Linear B. 
As is well known, the efforts of Ventris and Chadwicks have occasioned 
the taking of an entirely new view of the earliest European cultures. 
This book is a clear, nontechnical account of the most important recent 
development in the uncovering of the long-buried foundations of our society. 


The World of the Maya. By Victor W. von HaGen. 224 pages includ- 
ing index. Paper. New American Library. (Mentor.) New York. 1960. 
Price 50 cents. 

Von Hagen is an explorer and a historian of archeology. The present 
volume presents nothing new, but it reviews neatly in a very readable 
form what is known of a civilization that interests modern scientists, alike 
for its tragic fall, and for its flowering in a variety of expressions that 
in our art and our society would be considered psychopathological. 
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My Name is Legion. Foundations for a Theory of Man in Relation to 
Culture. By ALEXANDER H. Leiauton, M.D. 452 pages including index. 
Cloth. Basie Books. New York. 1959. Price $7.50. 

My Name Is Legion is Volume I of the Stirling County Study of Psy- 
chiatrie Disorder and Sociocultural Environment. It is a report of research 
and a textbook of social psychiatry based on the study of a Nova Scotia 
community which appears to this reviewer to be as typical of New England 
as of New Scotland. Dr. Leighton is both a psychiatrist and an anthro- 
pologist. He is professor of psychiatry (social psychiatry) at Cornell and 
is professor of sociology and anthropology at the same institution. 

The Stirling County study is much too ambitious a project even to 
attempt to sketch in a review. Volume I sets down the psychiatrie and 
anthropological specifications and conditions of the study. It covers in Part 
One “Psychiatrie Disorders and their Patterns”; in Part Two, “Psychiatric 
Disorders and Sociocultural Factors,” and in Part Three, “A Plan for 
Research.” There are a number of appendices covering concepts and “propo- 
sitions” used in the study. The present volume outlines the ideas and pro- 
spectives, and endeavors to convey the meaning of the study, but is not 
a report on findings. It is a meticulously planned and written work and 
it should be valuable to both of the principal disciplines concerned: psy- 
chiatry and anthropology. The completed study promises to be invaluable. 


Chlorpropamide and Diabetes Mellitus. By Martin G. GoLpNerR and 
178 collaborators. 621 pages. Paper. New York Academy of Sciences. 
New York. 1959. Price $5.00. 

This monograph, dealing with sulfonylurea derivatives having a hypo- 
glycemic effect, composes pages 407-1028 of volume 74 (art. 3) of the Annals 
of The New York Academy of Sciences. It is important to point out to 
younger readers that the treatment of diabetes with chemical hypoglycemics 
antedates the use of insulin. 

Since the production of tolbutamide and carbutamide, essentially 1,000 
other aromatic sulfonamides have been developed for study as possible 
hypoglycemic agents. Chlorpropamide or “diabinese” is one of these. The 
toxicity of and tolerance for it are still inadequately known. It is longer- 
acting than tolbutamide and dosages should never exceed 750 mg./day. 
It tends to accumulate, and its range of safety is narrow. 


The Sawbwa and His Secretary. By C. Y. Ler. 245 pages. Cloth. Far- 
rar, Straus and Cudahy. New York. 1959. Price $3.75. 

A harmless book of reminiscences by the author of Lover’s Point, centers 
around his experiences as secretary to a ruler of a miniature state on the 
China-Burma border. Its humor (if any) relies on the primitiveness of 
the environment, contrasted with attempts at modernization. 
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The Out-Patient Treatment of Schizophrenia. By Sam C. ScHER 
and Howarp R. Davis. 246 pages. Cloth. Grune & Stratton. New York. 
1960. Price $5.75. 


This symposium is under the auspices of the National Institute of Mental 
Health and consists of a series of papers with discussion by participants 
in the symposium. 


The papers range through the entire field of schizophrenia, beginning 
with the diagnostic problems in distinguishing primary from secondary or 
tertiary symptoms, and covering the etiological factors, with an attempt 
at constructing various theories of schizophrenia. The various methods of 
treatment are discussed, with considerable disagreement about the use of 
psychoanalytic methods. Further research problems are also discussed, and 
a new concept in the manipulation of environment from the point of view 
of social psychiatry is taken up. 

The papers vary in readability and content, as they do in all symposia, 
but, on the whole, this is a well-written book with a good coverage of the 
subject matter. 


The Call Girl. By Haro_tp Greenwap. 236 pages. Cloth. Ballantine 
Books. New York. 1958. Price $4.50. 


A poor “social and psychoanalytic” study of prostitution is based on 
material that the reviewer thinks is exceptional in its irresponsibility. The 
dust jacket says: “He [the author] decided to make a study of the field, 
but recognized that there were limitations of access as well as time and 
scope. Therefore he trained three call girls to act as interviewers. These 
three call girls interviewed another ten girls. The author himself inter- 
viewed another ten girls in addition to the six girls who were under his 
treatment. This book then, is the result of the study of six girls by the 
psychoanalytic method and twenty girls by the interview method.” 

The author seems naive in his “psychoanalytic” approach. Confronted 
with the first girl, he asks, “How could a nice girl like you do that kind 
of thing?” These considerations hardly justify reviewing the book, but a 
more serious problem is involved. It is high time to suggest to editors, 
when such a book is being considered, that they ask specialists for expert 
opinions. 


A Southern Moderate Speaks. By Brooxs Hays. 231 pages. Cloth. Uni- 
versity of North Carolina Press. Chapel Hill. 1959. Price $3.50. 

The story of the congressman from Little Rock who lost his position 
by a write-in campaign during the school crisis in Arkansas proves what 
every Northern observer knows: the tragedy of the moderate, reasonable 
man who tries to fight irrational emotions with logic and common sense. 
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Psychoanalysis and Human Values. Jutes H. Masserman, M.D., 
editor. 377 pages including index. Cloth. Grune & Stratton. New York. 
1960. Price $11.00. 

This third volume of the proceedings of the Academy of Psychoanalysis 
closely examines the theoretical and philosophical consideration of values, 
as well as of goals and values in therapy. Three parts of this important 
book are devoted to developmental observations, clinical studies and the 
integration of anthropologie and sociologie material. This volume should 
have a wide appeal and will be particularly weleomed by those who are 
actively engaged in the field of psychotherapy. 


The Masks of God: Primitive Mythology. By JosepH CAMPBELL. 504 
pages including index. Cloth. Viking. New York. 1959. Price $6.00. 

Joseph Campbell is the author of a number of books dealing with the 
mythological inheritance of man from the standpoint of dynamic psychol- 
ogy. In the present volume he traces the development of myth and religion 
from the eave art of paleolithic man to the sophisticated beginnings of 
historical theories of the gods and their behavior. “Mythology—and there- 
fore civilization—is a poetic, supernormal image,” he says “conceived, like 
all poetry, in depth, but susceptible of interpretation on various levels. 
... For the human mind in its polarity of the male and female modes 
of experience, in its passages from infancy to adulthood and old age, in 
its toughness and tenderness, and in its continuing dialogue with the world, 
is the ultimate mythogenie zone—the creater and destroyer, the slave and 
yet the iaster, of all the gods.” In this volume, Campbell attempts to 
do with’ the formative prehistoric period of myth, what Frazer did with 
later myth in The Golden Bough. This book could well find a place in 
any scientific library. 


Design for a Brain. By W. Ross Asupy. 286 pages, with index. Cloth. 
Wiley. New York. 1960. Price $6.50. 

As a basis for this treatise, the author assumes that the brain is a purely 
mechanistic organ and attempts to develop a concept on this basis. He 
proceeds by taking up such topics as a dynamic system, stability and homeo- 
stasis, using Bourbaki’s system of sets and the principles of cybernetics. 
He goes on to discuss multiple sets, partial sets, ultrastability and the 
multiple stable system, parameters and constancy. He proceeds to develop 
the idea that a mechanism imbedding certain principles could lead to 
behavioral adaptivity. 

In the concluding chapters, he discusses these problems on a mathe- 
matical basis. The author has also written Introduction to Cybernetics, 
an equally provocative book. Anyone with a scientific or mathematical 
bent and a knowledge of physiology will find his present book thought- 
provoking and exciting. 
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Illusions and Delusions of the Supernatural am ._ veult. By R. H. 
RawcuirFe. 551 pages including index. Paper. Dover. New York. 1960. 
Price $2.00. 

This is a paperback reprint of an important work originally entitled 
The Psychology of the Occult and dedicated to demonstrating that all ESP 
or psi phenomena have ordinary explanations. Raweliffe considers that 
the modern ESP movement “is basically a eult...of the supernatural 
in technical dress.” He expresses the hope that American and British 
universities will discontinue support of research in ESP phenomena. This 
is a very useful book, a compilation of important data, aimed to expose 
the whole subject of ESP as delusion or trickery. It contains some inter- 
esting material on hallucinations and on psychogenic and psychosomatic 
disorders. The reviewer, however, agrees with Julian Huxley who de- 
elares in the introduction, “I cannot follow him [Raweliffe] in stigmatiz- 
ing studies on telepathy, clairvoyance, ete., as ‘occult research,’ unfit to be 
admitted to our universities.” Huxley remarks acutely, “It may be that 


the methods of the exact sciences by themselves are insufficient in their 
field.” 


The Satyricon. By Prtronius. 192 pages. Paper. New American Library. 
(Mentor.) New York. 1960. Price 50 cents. 

This is a brilliant translation of what has survived of the greatest satiri- 
cal masterpiece of antiquity. The work of a remarkable man, it is a picture 
of the decadent society of Nero’s Rome written from the point of view of 
a pederast who is impotent with women. It is usually considered pornog- 
raphy (by those who have not read it), or at the best a somewhat obscene 
classic. Since it deals with sexual psychopathology, it has, however, con- 
siderable psychiatric interest. 


The Scholar Adventurers. By Ricuarp D. AuTick. 338 pages including 
index. Paper. Maemillan. New York. 1960. Price $1.45. 

Published in hard covers a decade ago, The Scholar Adventurers deals 
with what might be called detective work in the literary and bibliographic 
fields. The stories are fascinating and are well written; and, inasmuch as 
most of them deal with one variety or another of human folly or skull- 
duggery, they are of interest to any student of the human mind. 


The Nature of Things. By Don Haw tey. 187 pages. Cloth. Philosophi- 
eal Library. New York. 1959. Price $3.75. 
Hawley presents an argument that the true nature of things is broader 
than materialism. Although he uses psychiatric and other medical concepts, 
his argument is philosophic, or religious, rather than psychological. 
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A World Without Jews. By Karu Marx. D. D. Rungs, editor. 51 pages. 
Cloth. Philosophical Library. New York. 1959. Price $2.75. 

This is a compilation of anti-Semitic statements, contained in Marx’ 
publications, frequently suppressed in editions published by admirers. The 
quotations show the typical hatred of the convert (Marx came from a rab- 
binieal family). 


Jordi. By THropore Isaac Rusin, M.D. 73 pages. Cloth. Macmillan. New 
York. 1960. Price $2.95. 

In telling about Jordi, the author attempts to enter the mind and private 
world of a schizophrenic child and to reveal the isolation and agonizing 
terror that he experiences. At the same time, the reader follows Jordi 
through four and a half years of therapy and his slow but steady progress 
toward recovery. Although the author does not always sueceed in main- 
taining his basie approach, the story of Jordi is poignantly told and re- 
mains a fascinating one. 


The Mystic Rose. A Study of Primitive Marriage and of Primitive 
Thought in Its Bearing on Marriage. By Ernest CRAWLEY. Revised 
and greatly enlarged by THropoRE BESTERMAN. 2 volumes in one; xx 
and 375 pages, and vii and 340 pages including bibliography and in- 
dex. Paper. Meridian. New York. 1960. Price $2.25. 

The Childhood of Man. By Leo Frosentus. xviii and 504 pages inelud- 


ing 415 illustrations and index. Paper. Meridian. New York. 1960. 
Price $1.95. 

These are modern editions of two classic works of an earlier generation 
in the field of cultural anthropology or ethnology. The first English trans- 
lation of Frobenius’ work was published in 1909; Crawley’s work was 
originally published in 1902; and the present paperback is a reprinting 
of the second American edition of 1927. Crawley had started the updating 
of his work but died before it was finished; and the completion of the 
revision and enlargement for the editions of the 1920’s was done by Theo- 
dore Besterman, whose changes are clearly indicated in the text: 

The Childhood of Man is frankly popular treatment; it is consequently 
elementary and, of course, advances concepts and theories not generally 
accepted today; but it is wonderfully illustrated and is still a fine intro- 
duction to ethnology. The rose of The Mystic Rose is the “Maiden-Mother.” 
The book is a thoroughly scholarly study, a standard work much cited 
in bibliographies but far from readily accessible. As to be expected of a 
work of its period, it places much reliance on Westermarck’s thesis that 
monogamy is a human trait determined by nature, or biologically, and it 
denigrates dynamie psychological factors to a greater extent than is com- 
mon today. Both it and Frobenius’ book are landmarks in the history of 
cultural anthropology, and their reasonably priced new editions should be 
valued additions to the libraries of students of the social sciences. 
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Germfree Vertebrates: Present Status. By James A. REYNIERS 
(Chairman) and 30 other contributors. 400 pages. Paper. New York 
Academy of Sciences. New York. 1959. Price $5.00. 


This monograph forms pages 1-400 of Volume 78, Art. 1, of the Annals 
of the New York Academy of Sciences. It deals with the materials and 
methods employed for raising germfree vertebrates and, what is more 
likely to interest the person not a specialist in this field, the characteristics 
of germfree and disease-free animals and their employment in research. 
The conference which gave rise to this material was largely supported by 
The Damon Runyon Memorial Fund for Cancer Research and it is inter- 
esting to observe that although tumors ean be produced in germfree mice 
by injecting carcinogens, or germfree tumor homogenates, the only “spon- 
taneous” tumors so far observed have been those transmitted from a tumor- 
ous mother to its offspring. The object of work in this area is to see, if 
tumors appear “spontaneously,” whether the “causative agent” can be 
identified without complication by other biologie systems. 


There appear to be relatively few data with respect to aging in the 
germfree state. H. A. Gordon reports that some “physiologic” changes— 
such as the increase in mass of the liver which occurs in ordinary life— 
does not appear to occur in the germfree environment. The impression 
seems to be abroad that germfree populations tend to live longer on the 
average than do “normals” and that when breakdowns begin to appear in 
cider animals (900+ days for mice) the renal system gives way first. (Mice 
ordinarily do not live much longer than three years.) 

There is a wealth of material in the monograph on the subjects of im- 
munology and nutrition. 


Mirage of Health. By Renf Dusos. 236 pages. Cloth. Harper. New York. 
1959. Price $4.00. 

A distinguished scientist, associated with the Rockefeller Institute for 
Medical Research, voices pessimistic opinions on the “utopian hope” of 
health. His book is written along ecological lines. Basically, he believes that 
despite all efforts of man to control disease, “nature will strike back.” He 
speaks as though human masochism were the preventive of happiness, and 
a psychiatrist will be the last to contradict. The book is highly recom- 
mended to informed physicians. 


Rorschach Responses of Elementary School Children. By Netti 
Lepwitn. 185 pages. Cloth. University of Pittsburgh Press. Pittsburgh. 
1959. Price $4.00. 


This study of Rorschach norms for children of six through 11 years 
of age is a handy reference for students of this projective technique. It 
is to be recommended for trainees dealing with children. 
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The Dandy. By ELLEN Moers. 372 pages including index. Cloth. Viking. 
New York. 1960. Price $6.00. 

Ellen Moers has produced a scholarly and most readable volume devoted 
to an extraordinary social phenomenon, dandyism in British and French 
society during the nineteenth century. Dandyism involved the cultivation 
of attitudes and graces (or supposed graces) which were certainly on the 
edge of the main stream of history. The author suggests that the origin- 
ally insulting song, Yankee Doodle, may mark the beginnings of the dandy- 
ism idea. As a cult, however, it started with the famous Beau Brummell 
during the Regency. It has been a common, if not prevalent, point of view 
to consider the fashion he started as effeminacy or even downright homo- 
sexuality, possibly because Oscar Wilde was the epitome of the dandy of 
his own day. The actual phenomenon, however, appears to have been 
something rather different. Brummell was definitely not the normal upper- 
class Englishman of his time. He was, in fact, a man pursued by a dirt 
phobia; and his eecentricities of manner and dress can be traced at least 
in large part to his obsession with cleanliness. They were also, of course, 
defensive armor against contemporaries with whom he did not know how 
to cope. The author lists as later dandies, Lord Wellington, Bulwer- 
Lytton, Disraeli, Count D’Orsay, Thackeray, Dickens, Baudelaire, Wilde of 
course, and Max Beerbohm, among lesser lights. 

Dandyism, of course, was basically psychopathological and anyone with 
an interest in the socially abnormal should find this volume worth atten- 
tion. 


The Black Diaries of Roger Casement. By Peter SINGLETON-GATES 
and Maurice Giropias. 536 pages. Cloth. Grove Press. New York. 1959. 
Price $7.50. 


Casement was a member of the British Consular Service, and success- 
fully investigated cruelties against the natives in the Congo and Peru. 
He was knighted for his services. During the First World War, he tried 
to organize an Irish Brigade among British prisoners of war in Germany, 
and, though foreseeing the hopelessness of the Irish rebellion in 1916, 
landed from a German submarine in Ireland. He was apprehended and 
later executed as a traitor by the British. There were strong political 
arguments against the death sentence, and a discussion started which is 
unsolved after more than 40 years. To counteract the sentiment for Case- 
ment, the latter’s diaries were “unofficially” circulated to prove that he 
was a homosexual. Friends claimed that the passages indicating this 
were fraudulently inserted by the secret service. Successive British gov- 
ernments refused inspection of the diaries; the issue is still controversial. 
In any case, the question of homosexuality had no connection with the 
legal guilt of the defendant. 
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What To Tell Your Children About Sex. Apiz Surensporr, editor. 146 
pages. Paper. Permabooks. New York. 1958. Price 35 cents. 
The booklet is prepared by The Child Study Association, and constitutes 
a revised edition of Facts of Infe for Children. The answers, correct as 
they may be, do not include the basie analytic fact, elucidated by Freud, 
that children believe only what information on sex corresponds to their 
current misconceptions. 


The Secret Self. By Turopor Rerx. 329 pages. Paper. Grove. New York. 
1960. Price $2.45. 

The Secret Self was first published in 1952. It is a series of discourses 
based on incidents of self-analysis rather than on a formalized self-analytic 
process. Reik’s erudition is not only extraordinary but he writes beauti- 
fully. His range of content here extends from Shakespeare to Goethe, to 
the sleeping beauty, to comments on present-day Europe. Anybody basic- 
ally informed in psychoanalysis should find this book both interesting and 
profitable. 


Fundamentals of Child Psychiatry. By Stuart M. Fincnu, M.D. 334 
pages with references and index. Cloth. Norton. New York. 1960. 
Price $5.95. 

Although child psychiatry has been rapidly expanding and becoming an 
inseparable part of the practice of psychiatry, it has need of a simple, yet 
complete, text “based on psychoanalytic and dynamic principles.” The 
present sufficiently clear and fundamental book will meet the need of be- 
ginning students as well as of others who have gained a foothold in this 
fascinating field. 


Tongue of Fire. By Ernest FRANKEL. 502 pages. Cloth. Dial. New 
York. 1960. Price $4.95. 

This is an attempt to scrutinize a political demagogue in fictional form. 
Though there are careful disguises, the story reads like a series of con- 
troversial allusions to transitory episodes in Washington during the last 
decade. The author fails to explain his negative hero. The nearest he comes, 
is the banal statement put into the mouth of a columinst: “Do you know 
what it is that drives you, motivates you, plagues you? It’s fame you 
want, and glory. You lust after them. They’re rooted in your guts.” 


The Body’s Cage. By Bensamin De Morr. 303 pages. Cloth. Little, 
Brown. Boston. 1959. Price $4.00. 

This first novel by a young writer belongs in the well-known group of 
good themes spoiled by poor writing. A “lady friend [of the family por- 
trayed in the book] who prayed people well instead of tending them with 
medicine” is depicted. She endangers the life of a girl who finally dies 
because of lack of medical eare. 
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Cancer: Disease of Civilization? By VitHJALMuR StreFransson. 180 
pages. Cloth. Hill and Wang, Ine., New York. 1960. Price $3.95. 

Vilhjalmur Stefansson started doing field anthropology in 1906 and has 
worked with various primitive peoples since that time. He has assembled 
hearsay testimony of various people, both medical and nonmedical—mostly 
in the nineteenth century but some in the twentieth—who have made 
statements about the rarity of cancer among primitive peoples. There is 
no statistical evidence given, merely statements that malignancies are rare. 
Unless a statistical study with proper examinations is carried out, a state- 
ment concerning rarity is unfounded, for even if the statement is true, 
assumptions drawn from it have no basis. The idea that cancer is less 
prevalent beeause of the type of clothing or the diet is unlikely to be 
proved. Until the exact etiology of cancer is known, such suppositions are 
pure fantasy. Stefansson’s book is of interest, however, because of certain 
insights into the life, habits and culture of the Eskimo. Concerning cancer, 
it is of little value, except for historical interest. 


The Strange World of Arthur Machen. Arno EcxksBera, editor. 381 
pages. Paper. Juniper Press. New York. 1960. Price $1.65. 

In the 1890’s and the early years of the present century Arthur Machen 
wrote a series of horror stories that have never been surpassed. The 
Strange World of Arthur Machen is a collection of them, published as a 
volume of “The Classics of Mystery.” The tales deal with the pathology 
of the human mind, sometimes transposed into the supernatural. 


Women in Trouble. By James DoNNeR. 256 pages. Paper. Monarch 
Books. Derby, Conn. 1959. Price 35 cents. 

A magazine writer, using a pseudonym, got hold of an abortionist, who 
also remains anonymous. This book is his experiences with 20,000 abortions, 
performed during 35 years. The purpose of the book—besides the obvious 
sensationalism—is unclear; the stories it reports cannot be checked because 
of double anonymity. According to the abortionist, 7,000,000 abortions are 
actually performed every year in the United States. 


A Polychrome Atlas of the Brain Stem. By WENbDELL J. S. Kriza. 
Pages unnumbered. 22 plates. Paper. Brain Books. Evanston, Ill. 1960. 
Price $3.00. 

A useful and highly individual set of colored drawings of sections 
through the brain stem to the level of the red nucleus is presented here. 

Since Professor Krieg prints these books in the basement of his eom- 
fortable house in Evanston, Ill. (his only equipment is a diminutive hand 
press and a considerable degree of encouragement from his wife) his 
productions may well be considered collectors’ items. The 22 plates show 
cells and fibers. The book is useful for reviews. 
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RAYMOND M. HOLLANDER, M.D. Dr. Hollander is in private prac- 
tice in New York City and is a clinical assistant psychiatrist at Mount 
Sinai Hospital. Born in New York City in 1919, he did premedical work 
at New York University and obtained his medical degree from Georgetown 
Medical School in 1949. He spent a year as an intern and one as a resident 
in neurology at Morrisania City Hospital, New York City. He was in 
general practice for four years, and for three of them was a supervisor 
in the child health program of the New York City Department of Health. 
He then spent two years in the army, in Europe, and spent a year at Creed- 
moor (N.Y.) State Hospital and at the graduate school of psychiatry, 
State University of New York, Downstate Medical Center, Brooklyn. Be- 
fore going into private practice, he served for 26 months at Hillside Hospi- 
tal, Glen Oaks, Queens, N. Y., for a year of this time as a fellow of the 
National Institute of Health. 


DAVID S. HAYS, M.D. Dr. Hays, in private practice in neurology and 
psychiatry in Tarrytown, N. Y., has been connected as a psychiatrist with 
Sing Sing Prison at Ossining, N. Y., since 1952. He was a supervising 


psychiatrist there for a time, then served on a “per diem” schedule in 
charge of group therapy at the prison, as well as in charge of a similar 
program on a smaller seale in the New York City parole office. Dr. Hays 
is a graduate of Tufts College and was graduated from Tufts College 
Medical School in 1944. He served an internship at the United States 
Naval Hospital, Sampson, N. Y., then was on active duty in the Philip- 
pines as medical officer of a Sea-Bee battalion. He took another year’s 
internship at Grace-New Haven Community Hospital, New Haven, Conn., 
then served for four years in the department of neurology and psychiatry 
at the Veterans Administration Hospital in the Bronx. 

Dr. Hays is a diplomate in psychiatry of the American Board of 
Psychiatry and Neurology. He is on the faculty of the Albert Einstein 
College of Medicine and is an attending physician in neurology at Grass- 
lands Hospital, Valhalla, N. Y. He is married and has four children. 


LAWRENCE J. HATTERER, M.D. Dr. Hatterer, born in 1925, is a 
graduate of the College of Physicians and Surgeons, Columbia University, 
in 1949. He is admitting psychiatrist and an associate attending psy- 
chiatrist at the Payne Whitney Clinic, New York Hospital, New York 
City, and is an instructor at the Cornell Medical School. Dr. Hays took 
graduate training in the Cornell Veterans Program from 1950 to 1953 
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and had psychoanalytic training at the New York Medical College from 
1953 to 1956. He is a member of the Academy of Psychoanalysis. Dr. Hat- 
terer is married and has one child. 


HILDE BRUCH, M.D. Dr. Bruch is clinical professor of psychiatry at 
the College of Physicians and Surgeons, Columbia University. She is at- 
tending psychiatrist at the New York State Psychiatric Institute and asso- 
ciate psychoanalyst at the Columbia University Psychoanalytic Clinic. Born 
in Germany, she was graduated in medicine in 1929 from the University of 
Freiburg. After a residency in Germany in pediatrics, she came to this 
country and served with the Phipps Psychiatrie Clinie of the Johns 
Hopkins Hospital in Baltimore. She has been in the United States since 
that time. Besides experience as a pediatrician and children’s psychiatrist, 
Dr. Bruch has done extensive research in psychosomatic problems con- 
cerning obesity and anorexia, family interaction and parent education. 
She is now engaged in research aimed to develop a more effective psy- 
chotherapeutie approach to schizophrenia. 


LUTZ ROSENKOTTER, M.D. Dr. Rosenkotter is in private practice in 
Esslingen am Neckar, Germany. A graduate in medicine of the University 


of Berlin, Dr. Rosenkotter came to the United States after completing a 
psychiatric residency and was a fellow at the New York State Psychiatric 
Institute, New York City, from 1954 to 1956. When he returned to Ger- 
many he developed a psychotherapeutie program at Christophsbad, Gét- 
tingen. He completed psychoanalytic training at the Psychoanalytic Insti- 
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NATHANIEL 8S. LEHRMAN, M.D. Dr. Lehrman is in the private prac- 
tice of psychiatry and psychoanalysis in Great Neck, L.I. Born in Brooklyn 
in 1923, he studied chemistry at Harvard College and medicine at the 
Albany Medical College, from which he received his M.D. degree in 
1946. After general internship, he served as a psychiatric intern at Belle- 
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Hospital, Glen Oaks, Queens, N. Y. From 1951 to 1953, he was a resident 
psychiatrist, then supervising psychiatrist, at Creedmoor (N.Y.) State 
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chiatric Association, and a diplomate in psychiatry of the American Board 
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768 CONTRIBUTORS TO THIS ISSUE 


he was clinical instructor at the Albert Einstein College of Medicine. He 
was visiting lecturer at the Postgraduate Center for Psychotherapy in 
1959-60. 

Dr. Lehrman’s statistical paper, “The Uselessness of Prolonged Psy- 
chiatrie Hospitalization,” read before the American Psychiatrie Associa- 
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lectured on numerous other psychiatric and psychoanalytic subjects. Dr. 
Lehrman is married and is the father of three children. 
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the American Board of Psychiatry and Neurology and has also been certi- 
fied by that board in the subspecialty of child psychiatry. A graduate of 
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is consultant psychiatrist to the adolescent pavilion at Hillside Hospital, 
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adult services and is also on the faculty of the division of psychoanalytic 
education. 

From 1946 to 1952, Dr. Green was a supervising psychiatrist at the 
Child Guidance Institute of the Jewish Board of Guardians, New York 
City, and he was chief psychiatrie consultant for the Community Service 
Society of New York City from 1952 to 1955. 

Dr. Green is a member of national, international, state and local medical 
and psychiatrie organizations. He is a past president of the Brooklyn 
Psychiatrie Society and also of the New York Regional Group of the 
American Orthopsychiatrie Association. He is co-author of a book, A 
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and is the author of a number of articles on the emotional problems of 
childhood and adolescence, as well as of papers of a more general nature 
related to psychiatry and psychoanalysis. 
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degree from St. Andrews University, Dundee, Scotland, in 1934. He 
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(N.Y.) State Hospital. He served at Rockland from 1936 to 1943 when 
he went on active military service with the United States Army Medical 
Corps. He returned to Rockland in 1946, and since 1949 has been asso- 
ciate medical director of Hillside Hospital. He received his psychoanalytic 
training at the New York Psychoanalytic Institute. He is a fellow of 
the American Psychiatrie Association, a member of the New York Psyeho- 
analytic Society and the American Psychoanalytic Association, and of 
other national and local professional associations. He is a diplomate in 
both psychiatry and neurology of the American Board of Psychiatry and 
Neurology. At Hillside Hospital, he has been greatly interested in plan- 
ning the adolescent pavilion and in its administrative and clinical program. 
He has written several scientific psychiatric papers, the last four of 
which were on the adolescent. 
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pavilion of Hillside Hospital, Glen Oaks, Queens, N. Y. She has been 
with this unit for the past five years. Born in Vienna, she is a graduate 
of the University of Vienna Medical School in 1938. After a general 
internship in the United States, she received her psychiatric hospital experi- 
ence as resident and supervising psychiatrist at Gallinger Hospital in 
Washington, D.C., Independence State Hospital, Independence, Iowa, and 
Bellevue Hospital, New York City, Dr. Stahl has been associated with 
the Jewish Board of Guardians and with the Council Child Development 
Center, working with children of various ages and their families. She 
worked under the auspices of the New York State Committee of Mental 
Hygiene in setting up pilot clinics at Bellevue Hospital and at Jamaica 
Hospital in Queens, N. Y. She has been in private part-time practice of 
psychiatry for the last 15 years. She has completed her psychoanalytic 
training at the New York Psychoanalytic Institute and is a member of 
the New York Psychoanalytic Society. Dr. Stahl is a diplomate of the 
National Board of Medical Examiners and a diplomate in psychiatry of 
the American Board of Psychiatry and Neurology. She is a member of 
the American Psychiatrie Association. 
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1945. He served an internship in the United States Navy and was a naval 
medical officer for three years after completing it. Before going to Temple 
in 1955 he was with the research service at Worcester (Mass.) State 
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Hospital and was an instructor in the department of psychiatry at the 
University of Pennsylvania. He is certified in psychiatry by the American 
Board of Psychiatry and Neurology, is a fellow of the American Psy- 
chiatrie Association and is a graduate of the Philadelphia Psychoanalytic 
Institute and a member of the Philadelphia Psychoanalytic Society. He is 
the author of 30 scientific papers and one book. 
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pologieal, psychoanalytic and psychological societies. 
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of psychiatric social work in that city and with the organization of the 
first mental hygiene committee there. He was a student and later a 
collaborator of Alfred Adler; and he directed clinics for alcoholism and 
child guidance. He is editor of the Individual Psychology Bulletin, pro- 
fessor of psychiatry at the Chicago Medieal School, has been director of 
professional services for the Community Child Guidance Centers in Chi- 
cago, and is director of the Alfred Adler Institute in Chicago. He is the 
author of numerous scientific papers and is active in teaching and lectur- 


ing. 


JOSEPH ROBERT COWEN, M.D. Dr. Cowen, born in Washington in 
1923, received his medical degree from the University of Maryland in 
1950. He is now in private psychiatric practice in Baltimore. Dr. Cowen 
served his internship at the Wayne County General Hospital and Infirmary 
and served a residency in psychiatry at Spring Grove State Hospital, 
Baltimore. He has been a staff psychiatrist at Spring Grove and at the 
Sheppard and Enoch Pratt Hospital, Baltimore. He is a diplomate in 
psychiatry of the American Board of Psychiatry and Neurology. Dr. Cowen, 
author of a poem in this issue of THE QUARTERLY, has contributed poetry 
previously and is, besides, the author of a number of scientific articles. 
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NEW YORK STATE MENTAL HEALTH COMMITTEES FORMED 


The division of New York State into 10 mental health regions, each with 
an official advisory committee, has been announced by Commissioner of 
Mental Hygiene Paul H. Hoch, M.D. Every county in the state is assigned 
to a region; and each county that has a community mental health board 
is represented on its regional committee by board chairman and profes- 
sional director of the mental health board. The directors of the state 
institutions serving the mental health region are other members of the 
regional committee, and a representative of the state department’s Com- 
munity Mental Health Services is assigned as regional committee secretary. 


The regional committees are without executive, administrative or ap- 
pointive powers or duties but are charged with considering all matters 
relating to the mental health needs and services of their regions and then 
making recommendations to the commissioner of mental hygiene. The 
committees were recommended by Governor Rockefeller in a message to 
the 1960 legislature and are intended to bring about better integration 
of community mental health services with the state institutions. 
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PSYCHIATRIC RESEARCH AWARD IS STILL TO BE MADE 


A special memorial award of $100 in honor of the late Richard H. Hutch- 
ings, M.D., first offered in 1949, is still outstanding, it is announced by 
the memorial committee which has been sponsoring a series of annual 
lectures to commemorate Dr. Hutchings as clinician, administrator, educa- 
tor and editor. The sum, offered by an anonymous donor through the late 
C. Charles Burlingame, M.D., is to be awarded by the committee for an 
outstanding research contribution to psychiatry from the public mental 
hospital field. 


The making of the award has been withheld, because of lack of sufficient 
applications or nominations. It is to be made without distinction as to 
type of research achievement and may be granted at any time in the 
memorial committee’s discretion. Entries, which may be published articles, 
special reports or nominations, should be submitted to Oswald J. MeKen- 
dree, M.D., secretary of the Hutchings Memorial Committee and assistant 
director of Utica State Hospital, Utica, N. Y. Entries are not restricted 
to the New York state hospital field but may be submitted from a hospital 
in any other state, from a federal mental hospital, or from a municipal 
or county institution. Entries from foreign public mental hospitals will 
be considered. 
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Dr. Hutchings, in whose memory the award is offered, was editor of this 
QUARTERLY for many years, was head of both St. Lawrence and Utica 
state hospitals in the New York state system, was a president of the 
American Psychiatrie Association, and was professor of clinical psychiatry 
at Syracuse University. He was editor of THE QUARTERLY at the time 
of his death in October 1947. 
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NEW YORK STATE ADDS TO NARCOTIC UNIT FACILITIES 

Two new units for the care, treatment and rehabilitation of adult nar- 
cotie addicts are being set up in the New York State Department of Mental 
Hygiene. Authorized by the 1960 legislature, a 60-bed unit to serve the 
metropolitan area will be opened at Central Islip State Hospital on Long 
‘sland; and a 20-bed unit to serve the upstate area will be established at 
Utiea State Hospital. These are in addition to an existing 55-bed unit, 
opened in 1959 at Manhattan State Hospital in New York City, the first 
full-time nareoties research wnit in the state to combine laboratory, out- 
patient and in-patient operations. 

The personnel of the two new units, medical and nonmedical, will in- 
clude about 100 persons, mostly recruited from the existing staffs of the 
two hospitals where they will be set up. Commissioner Paul H. Hoch, 
M.D., of the New York State Department of Mental Hygiene has announced 
that personnel is now being selected and necessary architectural changes 
planned. The legislature appropriated $300,000 for the two new units; and 
Dr. Hoch indicates that, if architecturally practical, the new units will 
he set up to operate separately from the main hospital buildings. 

It will be some months before the new facilities are opened; both will 
be in-patient units, although follow-up care will be provided; and admis- 
sions will be on both voluntary and court certification bases. 
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ROBERT BUSH McGRAW, M.D., DIES AT 63 

Robert Bush MeGraw, M.D., widely known in American psychiatric 
circles as head of the Vanderbilt Psychiatrie Clinic, New York City, for 30 
vears, died in New York City on October 23, 1960 after a short illness. Dr. 
McGraw, a graduate of Cornell College in 1918 and Cornell Medical 
College in 1921, was associated with Thomas W. Salmon before going to 
the Vanderbilt Clinic. He pioneered in the expansion of psychiatric serv- 
ices, helping to organize the Constitution Clinic for studies on peptie ulcer, 
an activity which marked the beginning of interest in psychosomatic medi- 
cine at Presbyterian Hospital, and he established the first psychiatric con- 
sultation service at Presbyterian Hospital. He was the author of numerous 
scientific articles. 





NEWS NOTES 


DR. KELLEHER, FORMER ROME SCHOOL HEAD, IS DEAD 

James T. Kelleher, M.D., head of Rome (N.Y.) State School from 1942 
to 1956, died September 17, 1960 at Oneida, N. Y., at the age of 73. Be- 
fore his retirement four years ago, he had been in New York state hospi- 
tal service for 45 years, starting as an intern at Kings Park State Hospi- 
tal in 1911. He had served at Manhattan State Hospital and at Hudson 
River State Hospital before his appointment to Rome to sueceed Dr. 
Charles Bernstein who had died a short time before. Dr. Kelleher leaves 
his wife, the former Annabelle M. Leyden, two sons, four daughters and 
seven grandchildren. 
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NEW NEWSREEL ON TREATMENT IS AVAILABLE 


A new “psychiatric newsreel,” showing three current developments in 
psychiatric treatment has been announced as available on a free-loan basis 
by Smith Kline & French Laboratories. The sequences concern a British 
hospital which allows mothers admitted to treatment to bring their children 
to the hospital with them; a mobile “psychiatrie first aid” unit operated 
by the state of Kentucky in its eastern hill section; and a group therapy 
program used for the rehabilitation of habitual criminals in California. 
The drug concern is also making available a special report on aftercare, 
tape-recorded at the 1960 annual meeting of the American Psychiatrie 
Association; speakers include Director Robert C. Hunt, M.D., of Hudson 
River (N.Y.) State Hospital, and Direetor Lawrence C. Kolb, M.D., of 
the New York State Psychiatrie Institute. 


1a 


STUDY OF RETARDED CHILDREN TO BE MADE IN EUROPE 


George F. Smith, M.D., instructor in pediatries at the University of 
Miami Sciool of Medicine, Miami, Fla., has left for Europe to make a 
special study for the World Health Organization of the care of mentally 
retarded children in England, Denmark, the Netherlands, West Germany, 
Switzerland, and possibly Russia. The study, sponsored by the United 
States Children’s Bureau as well as by WHO, is aimed to determine the 
best type of care in non-institutional settings. 
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ALCOHOL STUDIES SUMMER SCHOOL ANNOUNCED 
The Yale University Summer School of Aleohol Studies has announced 
its dates for its nineteenth annual session as June 25 to July 20, 1961 at 
New Haven, Conn. Workshops will be open to physicians; caseworkers; 
psychologists; clergymen; educators; probation, parole and correctional 
officers; personnel directors and supervisors in industry; and community 
leaders. 
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EXCERPTA MEDICA TO PUBLISH JAPANESE ABSTRACTS 

The Excerpta Medica Foundation has announced that, with the assist- 
ance of a United States Department of Health, Education and Welfare 
grant, it will issue a new monthly publication Abstracts of Japanese Medi- 
cine. The abstracts will be selected from those published by a weekly Jap- 
anese abstracting journal; translations will be prepared by medical spe- 
cialists; and final editing will be done by a Japanese editorial board, in 
co-operation with Excerpta Medica’s own editors. Volume I will run from 
October 1960 to December 1961 at a subseription rate of $30.00, which will 
be the annual subscription rate thereafter. The American office of the 
Excerpta Medica Foundation is at 2 East 103d Street, New York, N. Y. 


—— 


CHRISTOPHER G. PARNALL, SR., DIES AT 80 
Christopher G. Parnall, Sr., M.D., former medical director of Rochester 
(N.Y.) General Hospital and a former president of the American Hospital 
Association, died in Detroit on November 8, 1960. Dr. Parnall was widely 
known in the New York State Department of Mental Hygiene as head 
of the commission which investigated the department in 1943 and 1944 
at the direction of Governor Thomas E. Dewey. 











A RORSCHACH TRAINING 
MANUAL 


By 
JAMES A. BRUSSEL, M. D., KENNETH S. HITCH, 
and 


ZYGMUNT A. PIOTROWSKI, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, “An Introduction to Rorschach Psychodiagnostics” 
by Dr. Brussel and Mr. Hitch, and “A Rorschach Com- 
pendium” by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 


in January 1942 for military use, was first revised for this 


manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
“Rorschach Compendium” was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 75 cents to $1.00 has been necessitated 
by the increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price $1.00 


STATE HOSPITALS PRESS Utica, N. Y. 

















A PSYCHIATRIC WORD BOOK 


A Lexicon of Psychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Social Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Eighth Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 


PRICE $2.25 


From Reviews of Seventh Edition— 
This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—American Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 























SOCIAL AND BIOLOGICAL ASPECTS 
OF MENTAL DISEASE 


By 
BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Clothbound 1940 360 pages with index 
PRICE $3.25 
STATE HOSPITALS PRESS Utica, N. Y. 

















BACK NUMBERS WANTED 


Copies of a number of back issues of THE 
PSYCHIATRIC QUARTERLY and SUPPLEMENT 
are needed to complete sets. 


Copies of any or all of those listed here— 
unmarked and in good condition—will be 
accepted by The State Hospitals Press, Utica, 
N. Y. on the exchange terms stated below. 


THE PSYCHIATRIC QUARTERLY 


Volumes 1 through 9 inclusive—ALL ISSUES 


April, 1938 Vol. 12, No. 2 April, 1946 Vol. 20, No. 
January, 1942 Vol. 16, No. January, 1947 Vol. 21, No. 
January, 1943 Vol. 17, No. April, 1947 Vol. 21, No. 
April, 1943 Vol. 17, No. July, 1947 Vol. 21, No. 
July, 1943 Vol. 17, No. April, 1948 Vol. 22, No. 
October, 1943 Vol. 17, No. January, 1952 Vol. 22, No. 
January, 1944 Vol. 18, No. January, 1956 Vol. 30, No. 
April, 1944 Vol. 18, No. April, 1956 Vol. 30, No. 
April, 1945 Vol. 19, No. July, 1956 Vol. 30, No. 
July, 1945 Vol. 19, No. April, 1957 . 31, No. 
January, 1946 Vol. 20, No. October, 1957 . 31, No. 
January, 1958 Vol. 32, No. 1 
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THE PSYCHIATRIC QUARTERLY SUPPLEMENT 


1956 Vol. 30, Part 1 
1957 Vol. 31, Part 1 


For each copy accepted, this journal will 
enter or extend a current subscription to the 
sender—on the basis of one new issue for 
each old issue accepted. 


STATE HOSPITALS PRESS 
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